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CONSTIPATION 


Chronic constipation is one 
of the most frequent conditions 
which the physician is called 
upon to treat, yet there is prob- 
ably no other common disorder 
which is often so badly man- 
aged. This is unfortunate since 
results of adequate treatment 
are usually most satisfactory. 


_ Ee is one of the 
most universal maladies of mankind. 
The gastroenterologist is probably con- 
sulted more often about constipation 
than for any other complaint in his 
entire practice. Chronic constipation is 
perhaps the greatest single medical prob- 
lem of the American public after the 
age of forty.! This may be accounted 
for by the fact that the condition causes 
great concern on the part of the patient, 
who is apt to regard it as of a serious 
nature. While, in a certain proportion 
of instances, it may be an indication of 
a pathological condition in the gastro- 
intestinal tract, in the greater number 
it may be attributed to incorrect habits 
or to the patient’s lack of understanding 
of his dietetic requirements.” 

Several years ago we made a flat un- 
equivocal statement that “Constipation 
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is a habit and not a disease.” This state- 
ment has stood the test and has been 
re-echoed many times since then. Now, 
however, with the advent and broad use 
of the ganglion blocking agents for hy- 
and aanticholinergics for 
upper gastrointestinal disorders as well 
as other medications which have been 
instrumental in causing drug-induced 
constipation, we have modified this 
statement to, “Constipation may be a 
habit or a symptom, but is not a pri- 
mary disease.” It must be remembered 
also that symptoms manifested in the 
gastrointestinal tract may be reflections 
of disturbances occurring in other or- 
gans. Included among these may be dis- 
eases of the nervous system, glandular 


pertension 
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disturbances, respiratory disorders, dis- 
eases of the genital organs, circulatory 
disorders, etc. 

The normal function of the colon is 
chiefly concerned with the absorption of 
water, chemical salts, and certain en- 
zymatic complexes. Most of the water is 
removed from the intestinal contents in 
the ascending colon together with a 
number of products of bacterial action. 
Both organic and inorganic salts as well 
as some nutrient residues and drugs 
are taken up in the lower portions of the 
large intestine. It is doubtful that much 
absorption occurs in the sigmoid and 
rectum. 

The colonic contents are propelled by 
mass peristalsis consisting of infrequent 
contractions sweeping the contents 
along-en masse for considerable dis- 
tances. They may be associated with 
ingestion of food and initiated by the 
gastrocolic reflex.° 

In the normal course of digestion, 
food enters the stomach where it is thor- 
oughly mixed and travels the entire 
length of the small intestine so that in 
about 414 hours it reaches the cecum 
in a semifluid state. There normal 
peristalsis carries it to the hepatic flex- 
ure in about 614 hours and to the 
splenic flexure in 9 hours. It is in the 
transverse colon where it may meet and 
mix with the residue from previous 
meals. The rate of progress from the 
splenic flexure to the sigmoid colon 
takes an additional 3 hours, while the 
short distance from there to the rectum 
requires about 6 hours, making a total 
of 18 hours or more from the time of 
ingestion.* 

Absorption of the water content in the 
colon is dependent upon the rate of 
peristalsis. If the rate is slow, the stool 
will be hard and dry, whereas if it is 


rapid, the stool will be soft and un- 
formed. 

The conception of what constitutes 
constipation varies in different indi- 
viduals. 

The generally accepted theory that an 
evacuation at least once a day is re- 
quired for the well being of the indi- 
vidual is not so. It is important to ascer- 
tain what is normal for each individual. 
While in some persons the call for defe- 
cation may occur after every meal, in 
others every other day, twice a week 
or even longer intervals may constitute 
a state of normalcy. 

The term constipation is generally 
regarded as signifying a condition in 
which bowel movements are either less 
frequent or of smaller quantity than is 
normal for the individual. Small stools 
are apt to contain less water, depend- 
ing upon the character of the diet and 
especially upon the quantity of cellulose 
consumed: a vegetable diet produces a 
larger quantity of feces than a meat 
diet. Essentially, it is a derangement of 
the propulsive mechanism of the 
colon. 

Constipation may be either an effect 
or a cause of various disorders. Again, 
both the constipation and the accom- 
panying symptoms may be attributed to 
a common underlying pathological state. 
In many cases, however, constipation 
may continue for years without causing 
any apparent derangement of the sys- 
tem. 

One of the first symptoms noted may 
be an offensive odor of the breath; and 
the patient’s tongue is apt to be coated. 
Infrequency or difficulty of evacuation 
are among the most common complaints 
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presented. In addition there may be an- 
orexia, dyspepsia, a feeling of fullness 
in the stomach, flatulence, depression, 
headache, vertigo, or a combination of 
several of these symptoms. Conditions 
such as impaction, hemorrhoids and 
fissures—often excruciatingly painful— 
demand immediate attention in persons 
suffering from difficulty or inability to 
defecate. 

Paradoxical as it may seem, constipa- 
tion may result from the use of purga- 
tives. Many persons are habitual users 
of cathartics without realizing that these 
may be injurious. Too frequent use of 
enemata may also be harmful. 


Types of Constipation: 
I. Acute 
a. Illness Induced 
b. Mechanical 
II. Chronic 
a. Spastic 
b. Atonic 
. Dyschezic 
. Diet Induced 
Psychogenic 
Drug Induced 


Q 


mo ou 


Acute Constipation 
ILLNESS INDUCED: Certain types 


of infectious diseases such as typhoid 
fever and cholera, may cause or be ac- 
companied by constipation. Inflamma- 
tion of the bowel wall, peritonitis, ab- 
sence or decreased amount of bile be- 
cause of various hepatic diseases may 
also produce a similar situation. A story 
of constipation may be elicited in many 
cases in appendicitis. 

Constipation is invariably present in 
diabetes, and is especially fraught with 
danger in young persons. Failure to gain 
weight is often attributable to the con- 
stipation, inasmuch as the desire for 
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food is decreased in those whose elimi- 
nation is delayed or difficult. Hypo- 
thyroid states are often accompanied by 
constipation. 


Allergy: The association of constipa- 
tion and allergic manifestations is not 
an unusual occurrence. In some in- 
stances constipation is believed to have 
an allergic basis. The reverse may also 
be true, since control of the constipation 
frequently brings simultaneous relief of 
the allergic disturbances. This has been 
noted especially in cases of asthma. The 
significance of constipation, in addition 
to other gastrointestinal disturbances, 
has also been pointed out in neuroder- 
matitis. 

Mechanical: Among the causes of in- 
ability to evacuate the bowel in the 
usual length of time are: weakness of 
the muscles of the bowel, weakness of 
the voluntary muscles of defecation, an 
abnormal physical state of the contents 
of the bowel, and mechanical obstruc- 
tion of the lumen of the bowel. 

In cancer of the colon constipation 
may be one of the first symptoms, es- 
pecially in persons of middle age. 

Conditions closely associated with 
constipation, in addition to impaction, 
fissure, cryptitis or hemorrhoids are 
stricture of the rectum and anus, anal 
ulcer, pruritus ani, fecal tumors. Cancer 
of the rectum is one of the most common 
causes of constipation. 

Rectal constipation is recognized 
when the examining finger finds a sub- 
stantial amount of feces in the rectum. 
Fluid is much more readily absorbed 
from the rectum than from the descend- 
ing colon, and in these patients anti- 
constipation diets and drugs have little 
effect. 

The presence of a rectocele may also 
act as a factor in bowel movement. 
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Chronic Constipation 

SPASTIC: In spastic constipation the 
tonicity of the distal segment of the 
colon is increased with a consequent 
decrease in the lumen of the colon, nor- 
mal forward peristalsis is impaired, and 
there is hyperirritability with resultant 
delayed evacuation. This may be on an 
emotional basis or as a result of irri- 
tants in the intestines such as lead, 
spices, coarse particles of food or hard 
fecal substances.° Colonic constipation 
may be found in addition to poor ab- 
dominal and pelvic musculature. Hyper- 
irritable colon (distal half), especially 
in the rectosigmoid or sigmoid-descend- 
ing colon regions, may show spasmodic 
annular constrictions, with strong peri- 
staltic waves above and a narrowed 
lumen below, while the first portion of 
the colon may be dilated and hypo- 
tonic. 

ATONIC: The atonic type of consti- 
pation is characterized by a relaxed state 
of the musculature of the colon, and 
often follows excessive use of cathartics 
and enemas. 

Impairment of intestinal tone and 
peristalsis may be effected by malnutri- 
tion, senilitv, wasting disease and seden- 
tary habits.* Also visceroptosis with re- 
laxation of the supports and angulation 
of the colon may encourage stretching 
of the bowel wall, eventually inducing 
some degree of atony of the intestinal 
muscles, 

DYSCHEZIC: Rectal constipation, 
where there is normal passage time 
through the colon but delayed evacu- 
ation of the stool from the rectum is 
called dyschezic. This is caused by dis- 
regard of the call to defecate by the en- 
try of feces into the rectum. Distention 
of the rectum initiates stimuli of the 
sensory nerves which produce an urge 


to defecate. Repeated ignoring of this 
stimulus causes a raising of the rectal 
sensory threshold so that it is then 
possible to have an increasing disten- 
tion without a corresponding urge to 
defecate. Each succeeding call becomes 
less urgent so that greater voluntary 
effort on the part of the individual will 
be required to initiate the reflex. This 
soon leads to distention of the pelvic 
colon and rectum from accumulated 
feces with consequent inefficiency of the 
voluntary muscles which normally take 
part in defecation.’ 

DIET INDUCED: Diets should con- 
tain sufficient material, not only to nour- 
ish the body, but to provide a quantity 
of residual substance which will stimu- 
late the action of the intestines. Diets 
which do not contain a quantity of in- 
digestible fibre induce constipation. In- 
cluded among this indigestible fibre— 
otherwise known as residue or roughage 
—are bran, oatmeal, the skins of vege- 
tables and fruits, coarse vegetable fibre, 
figs, prunes, etc. 

Lack of certain vitamins, especially 
those of Vitamin B- complex, also in- 
fluences the motility of the intestines 
presumably by deranging the function 
and structure of the intestinal mucosa, 
musculature and nervous tissue. 

Although a certain quantity of water 
is contained in some types of food, it 
does not provide the amount required 
for its proper metabolism. Water aids 
the digestive action of the saliva, and 
in addition it augments the flow of bile 
and pancreatic juice, and thus helps 
in better absorption of food, It is for 
these reasons that water should be taken 
into the system many times a day. 

The quantity of cellulose inherent in 
the food influences the quantity of the 
feces, by affecting both the mechanical 
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and chemical stimulation of the intes- 
tinal movements. 

Vegetables and fruits contain a greater 
amount of cellulose than meat and 
therefore are important factors in the 
diet. Aside from adding to the weight 
of the feces, cellulose 
quantity of water contained therein, 
thus preventing the expulsion of stools 
which are of hard and dry consistency. 


PSYCHOGENIC: Constipation may, 
in some instances, be of nervous origin, 
leading to tension of all muscles of the 
body including those about the anus. 
Contraction of the sphincter of the anus 
may also cause constipation in hysteri- 
cal or neurasthenic persons. 

The fact that the usual activity of the 
movements of the stomach and _intes- 
tines may be inhibited or stimulated by 
impulses from the central nervous sys- 
tem is not surprising when one realizes 
that the nerves of the stomach are de- 
rived from the sympathetic trunk, the 
splanchnic nerves and from the vagi; 
the nerves connect with two plexuses 
nerve the 
plexus of Auerbach, and Meissner’s 
plexus. These impulses may originate 
in the brain or are the result of reflex 
action. Inhibition of these impulses leads 
to constipiation, whereas the opposite 
effect, a diarrheal condition, is produced 
by stimulation. 

Chronic constipation may be pro- 
duced through the nerve centers, by in- 
hibition of peristalsis. This may occur 
in chronic diseases of the brain or 
chronic affections of the spinal cord, in 
chronic forms of insanity or in cerebral 
disease caused by lead poisoning. 

Psychogenic constipation has been 
observed in individuals suffering from 
melancholia, persecution. defeatism and 
similar states. This condition in psy- 


increases the 


of anastomosing trunks: 
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choneurotic individuals is attributal to 
a lesser extent to bad habits than as an 
escape from reality.® 

The most severe disturbances of defe- 
cation, are probably by destruction of 
the afferent nerves of the rectum, since 
this causes inability of the bowel to 
sense the accumulation of fecal matter. 

DRUG INDUCED: The introduction 
of the anticholinergic drugs in ulcer 
therapy as well as the ganglionic block- 
ing agents in the management of hyper- 
tension have created newer problems 
with serious side effects of intestinal 
hypomotility or paralysis due to their 
effective parasympathic action. All 
drugs that act to interrupt autonomic 
nerve impulses are responsible for these 
side effects, and bowel control poses a 
most stubborn and persistent problem. 
The patient must not be permitted to 
become constipated, not only for his 
personal comfort, but mainly because 
the absorption of hypotensive agents 
are greatly dependent on the motility of 
the intestine. Since hypomotility occurs, 
more of the drug is absorbed when the 
patient is constipated, and overdosage 
may occur. Paralytic ileus is a constant 
threat, and steps should be instituted to 
prevent it by restoring intestinal motil- 
ity in order to overcome the constipation 
resulting from bowel atony.° 

An interesting and. important factor, 
which has recently been emphasized is 
the effect that constipation has on’ the 
cardivascular system. ~The Valsalva 
maneuver, as initiated by constipated 
straining at stool, is responsible for 
many important dynamic alterations in 
the functioning of the cardiovascular 
system: a rise, then a secondary fall in 
blood pressure, followed by a post-strain 
elevation that markedly overshoots the 
initial blood pressure; ST depressions, 
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T-wave inversions, premature ventri- 
cular contractions, and arrhythmias 
(such as the Wenckebach phenomenon) ; 
increases in circulation time; marked 
increases in antecubital and saphenous 
venous pressures; peripheral vasocon- 
striction followed by peripheral vasodi- 
lation with a marked decrease and then 
increase in segmental and digital blood 
flow. There is also a deleterious effect 
these changes could have on the myo- 
cardium, a restricted peripheral arterial 
and on a bland 
thrombus floating freely in the veins of 
the lower extremity. By preventing con- 
stipation straining, and, as a result, a 
disturbing Valsalva maneuver, disas- 
trous vascular complications in patients 
prone to this hazard could be avoided.’° 

In congestive heart failure and in 
some hypertensive patients constipation 
may be obstinate, in addition there are 
other factors involved, and some of them 
may be due to anoxia causing lowered 
oxygen pressure which depresses the 
activity of the muscles of the colon. In- 
flammation of the pelvic and abdominal 
viscera, appendicitis, cholecystitis, peri- 
tonitis may also reflexly cause constipa- 
tion. 

Therapy The modern treatment of 
constipation, resolves itself into a con- 
sideration of the restoration of colonic 
function. The well formed stool which 
stimulates the defecation reflex and 
avoids bowel irritability contributes to 
the re-establishment of normal gastro- 
intestinal function. The consistency of 
the stool is more important than the 
frequency of defecation or the quantity 
expelled. 

The most important principles of 
management are: 

@ An attempt to eradicate the under- 


lying cause. The various abdominal con- 


circulation, silent 


ditions that may have to be differenti- 
ated are: peptic ulcer, pyelitis, chole- 
cystitis, appendicitis, pancreatitis, per- 
forated ulcer, early intestinal obstruc- 
tion, acute gastroenteritis, coronary 
thrombosis, lead colic, and carcinoma. 

@ The education of the patient in the 
physiology of defecation and establish- 
ment of proper habits. The majority of 
cases of chronic constipation are caused 
by neglect to respond promptly to the 
call, which usually occurs soon after 
breakfast. In any event a most im- 
portant means of establishing regularity 
is to set a definite time each day for 
this purpose. 

In many instances the trouble starts 
during childhood, at which time the 
importance of defecation is not suffi- 
ciently stressed by the parent. Neglect to 
allow sufficient time for evacuation or 
to center attention upon its accomplish- 
ment may also be responsible for failure. 

An abundant quantity of fluids, espe- 
cially of water is a helpful means of 
keeping the bowels moving satisfac- 
torily. Six to eight glasses of water 
should be taken throughout the day be- 
tween meals, Water not only promotes 
peristalsis, it also aids in promoting 
digestion and defecation. 

@ Stopping the use of strong laxa- 
tives and enemas. 


CATHARTICS — PURGATIVES — 
LAXATIVES 

. Irritant Cathartics 

. Drastic Irritants 

. Bulk Producers 

. Saline Cathartics 

. Intestinal Lubricants 

. Stool Softeners 

. Bile Salts 


. Enemas and Suppositories 


IRRITANT CATHARTICS” produce 
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local irritation of the mucosa of the gut. 
This in turn causes stimulation of the 
parasympathetics reflexly through the 
vagus and pelvic motor nerves causing 
increased colic-like movements of the 
intestine. Most of these drugs are anthro- 
cene compounds containing a glucoside 
—oxymethylanthraquinone which in the 
lower intestine decomposes into an irri- 
tant, emodin. Excretion of this product 
may turn the urine brown or yellow. 
Some of these products are rhubarb, 
senna, aloin and cascara. Some of these 
have been combined with the newer 
stool softeners and bulk producers to 
be discussed later. 

Senokot” tablets and granules are one 
type of the newer drugs making use of 
the irritant properties of purified senna 
pods in stimulating Auerbachs plexus 
and producing peristalsis. 

There are also DRASTIC IRRITANT 
drugs. These are resinous vegetable 
products which are highly irritant to 
the mucosa of the bowel inhibiting 
antipristalsis in the colon while stimu- 
lating peristalsis in the small intestine 
leading to violent and prolonged purg- 
ing with residual and secondary inflam- 
mation and congestion of the gastro- 
intestinal tract. They require the pres- 
ence of bile in the G.I. tract to remain 
soluble and are potentially poisonous. 
Because of the marked pelvic conges- 
tion accompanying their use they are 
contraindicated in menstruating and 
pregnant women. Some of these drugs 
are castor oil, croton oil, calomel. They 
produce fluid stools in from 4 to 8 hours 
and are usually accompanied by griping. 
They should be used with care, if at all. 

In hyperirritable colon the constipa- 
tion should not be treated by giving 
irritating food residues and stimulating 
drugs, but rather softening and bulk- 
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producing agents are indicated. 

BULK PRODUCERS act by absorb- 
ing water in the intestine up to five 
times their own weight. The gel thus 
formed increases the bulk of the stool 
and by distending the intestinal muscles 
induces contraction. Considerable quan- 
tities of fluid intake is an essential re- 
quirement. These products have the 
advantage of being demulcent and muci- 
laginous, thereby causing little local 
irritation in the colon. These products 
have some disadvantages. Digestion is 
retarded because food particles become 
coated, food and mineral elements are 
lost—due to the fact that absorption is 
hindered. Normal stimulation of the 
intestines is lessened by their demulcent 
action. Bacteria find them good culture 
medium, They give a sense of extreme 
fullness in the stomach, flatulence, and 
at times may cause obstruction when 
large quantities of fluids have not been 
taken. Finally, a specific allergic sensi- 
tivity to the various products may be 
produced. Some of the members of this 
group are agar, hemicellulose and 
methylcellulose as well as plantago and 
psyllium seeds all of which act by ab- 
sorption of water, as with Konsyl.® 
Prunes act partially in this manner and 
also by a direct laxative constituent 
which is available as Isocrin. Other 
fruits are laxatives chiefly through 
their sugars and advantage has been 
made of this in Metamucil,® Mucilose® 
and the L.A.Formula which are com- 
posed of psyllium and powdered Dex- 
trose. 

SALINE CATHARTICS are com- 
posed of poorly absorbed soluble salts 
which retain and increase the water 
content of the feces through osmosis. 
By their distention of the upper ileum 
they cause laxation by increasing the 
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motor activity throughout the intestines. 
The movements, however, are not the 
normal type of peristalsis. These sub- 
stances are quick acting and produce 
liquid stools in a few hours. In diges- 
tive disturbances such as hyperchlor- 
hydria which may dispose to constipa- 
tion these salts act as neutralizers and 
will not injure already inflamed mucous 
membranes. Some of these substances are 
magnesium sulfate (epsom salt), mag- 
nesium citrate which is pleasant and 
effervescent, milk of magnesia, which is 
an 8 per cent suspension of magnesium 
hydroxide, magnesium oxide, a white 
powder and sodium phosphate, which is 
the popular Phospho-Soda.* 


INTESTINAL LUBRICANTS are the 
mineral and vegetable oils which are 
not saponified and therefore act as me- 
chanical lubricants in the intestine. They 
may retain water in the emulsified 
form, thereby increasing and softening 
the fecal bulk. They do not irritate, and 
usually do not act by increasing peri- 
stalsis. Most of them may interfere with 
the absorption of Vitamins A and K, 
and should not be used for prolonged 
periods. The most popular of the lubri- 
cants are olive oil and mineral oil, avail- 
able in several combinations with agar, 
cascara or phenolphthalein. 


STOOL SOFTENERS contain dioctyl 
sodium succinate, which is a so-called 
“wetting” agent. They act by reducing 
surface tension so that intestinal fluid 
can actually enter the fecal mass thereby 
keeping the stool soft and movable. It 
is particularly useful in constipation due 
to hard stool or where there are painful 
anorectal conditions. Some of the more 
popular products in this category are 
Colace,* Doxol,® Diomedicone and 
Dialose.* A somewhat similar substance 


working with the same principle, is an 
oxyethylene oxypropylene polymer avail- 
able as Polykol® drops. Many of these 
products have been combined with irri- 
tant peristalsic stimulants like in 
Dorbantyl,® Peri-Colace® and Senokot.® 
In addition bile salts, isecrin and other 
substances have been combined in 
Dialose Plus,” Effergel® and other 
products. 

BILE SALTS when taken orally lower 
surface tension and irritate the mucous 
membranes of the intestine, thereby ini- 
tiating intestinal peristalsis and propul- 
sion with evacuation. Most of the chole- 
retics have this action, and they have 
also been incorporated in combination 
with other anti-constipation products 
such as in Senobile. 

ENEMAS AND SUPPOSITORIES 
have advantages over cathartics by 
mouth in that they do not affect the 
upper gastrointestinal tract, and may 
therefore be used in conditions in which 
oral cathartics are contraindicated. To 
soften hard stools, enemas should be 
given warm, while to stimulate motor 
activity they must be cold and in fairly 
large quantity. Soapsuds are active irri- 
tants of the bowel wall and should not 
be used routinely. Many nurses, 
mothers, and hospitals continue to use 
soapsud enemata. Examination of the 
mucous membrane through a _ procto- 
scope following one of these enemata 
will show a congested mucosa, ulcera- 
tions, and frequently, blood in the stool. 

For softening or for disintegrating 
lumps, impacted or hard stools, water 
may be used with or without the addi- 
tion of salt, bicarbonate of soda, glyc- 
erine, oxgall, hydrogen peroxide, min- 
eral oil, olive, corn, cottonseed oil or 
molasses. Glycerine increases the pene- 
trating power of the water; and hydro- 
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gen peroxide (one or two tablespoons 
in two glasses of warm water) is highly 
efficient as a cleanser and in impactions. 

Already prepared in disposable units 
containing sodium phosphate are Fleets® 
and Travad® which are highly effective 
in cleansing the left side of the colon 
rapidly and with little fuss. 

Suppositcizies are useful in evacuating 
the lower bowel. The simplest supposi- 
tory consist either of a piece of soap 
in the form of a plug or cone, or of a 
suppository made of glycerine. The 
shaping of a piece of soap and introduc- 
ing it into the rectum is an old-fashioned 
remedy, employed for children. It acts 
mechanically and starts the defecation 
reflex. The modern method consists in 
the use of suppositories of glycerine, 
adult or child size. They will produce 
a movement before melting entirely. In 
the anal canal, glycerine suppositories 
used too frequently, act as irritants, but 
not when inserted high into the rectum. 
When patients complain of irritation 
the physician should not insist upon 
its further use. 

There are also now several forms of 
suppositories containing bicarbonate 
which when moistened, release bubbles 
of CO, in the rectum, causing disten- 
tion and initiating peristalsis within a 
few minutes. These are highly practical 
as they replace oral cathartics, eliminate 
the mess of enemas and produce formed 
stool without diarrhea, distention or 
discomfort. They are available as 
Enevac® or Pharmalax® suppositories. 

Another highly effective and easy to 


use suppository is bisacodyl,' known as 
Dulcolax.® This preparation acts by 
contact with the mucosa of the colon, 
stimulating the parasympathetics which 
in turn activates the pelvic motor nerves 
to cause increased peristatic movement 
throughout the large bowel. Procto- 
scopic and sigmoidoscopic observations 
after its use has failed to show any 
local irritating or hyperemic effect on 
the mucosa.'* 

We have recently completed a clinical 
study of bisacodyl or Dulcolax in 73 
patients with various forms of constipa- 
tion including 44 spastic, 8 atonic and 
21 drug induced types of constipation. 
Most of them responded well to one 
tablet of 5 mg daily. However, 26 of 
them developed some cramps and grip- 
ing which in 23 of them could be cor- 
rected by increasing the dose an addi- 
tional 5 mg. The cramping was un- 
doubtedly due to inadequate peristaltic 
contractions which were strengthened 
and became more effective when the 
dose was increased. 

In our spastic constipation problems, 
the Dulcolax was most effective in 32 
of the cases when a small dose of anti- 
spasmodic was added while the remain- 
ing 12 cases did well without the 
necessity of additional medication. We 
found oral Dulcolax to be highly effec- 
tive, easy to use, readily acceptable by 
the patient, and with little or no side 
effects or irritation of the gastro- 
intestinal tract. 

The complete data of our study and 
findings will soon be released. 


Summary 


An adjustment of diet is ordinarily 
the best method of treating consti- 
pation, by increasing natural _peri- 
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staltic stimuli and by augmenting the 
volume of the fecal mass. Choice of 
food, successful with younger persons, 
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is equally feasible for old people. 
Mineral oil, agar-agar, psyllium seed, 
in granules or powder, cellulose prep- 
arations, and bran are the principal 
ingredients designed to smooth the 
passage or enlarge the bulk of the 
stool without too much dietary man- 
ipulation. Other medication employ- 
ing most of the cathartic drugs, 
heighten peristalsis in the large in- 
testine by direct stimulation of ele- 
ments in the intestinal wall; they are, 
however, effective only for shorter 
or longer periods and often induce 
colic and diarrhea. For those persons 
who fail to respond to diet or laxa- 
tives and are unable to secure regular 
evacuation, without pain and spasm 
or with a watery stool, atropine or 
belladonna may be effective. Thyroid 
in graduated doses, especially in per- 
sons whose metabolism is in the low 
minus bracket may bring relief. 
Epsom salts or other saline prepara- 
tions may be useful in some patients. 
When not contraindicated by high 


blood pressure, heart and or kidney 
disease, increased intake of water 
may be tried. 

Enemas belong to the treatment of 
acute rather than of chronic consti- 
pation because the intestinal tract 
soon loses its ability to react to such 
stimuli: the continued employment 
of enemas may eventually result in 
colitis. 

Where the large intestine is fully 
dilated, enemas usually produce 
satisfactory evacuation. When con- 
stipation is rectal, local treatment, 
beginning with the softening and re- 
moval of the retained hard masses 
may be accomplished with the use of 
a tablespoonful or two of hydrogen 
peroxide in two glasses of warm water 
or the injection of eight tablespoon- 
fuls of warm olive or sweet oil, and 
retained as long as possible. Relief 
of rectal constipation may also be 
obtained by the use of glycerine, 
contact, or CO, releasing supposi- 
tories. 


Conclusion 


La constipacion crénica es una de las 
condiciones patolégicas mas _fre- 
cuentes conla que se enfrenta el 
medico, sin embargo es probable que 
no exista otro trastorno comin peor 


manejado «a veces. Esto es de lamen- 
tarse pues los resultados de un trata- 
miento adecuado son generalmente 
satisfactorios. 
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Neglect of the Implications of 


Venous Invasion by Rectal Carcinoma 


A Suggested Modification 


in Resection Technique 


lL. is a well established and ac- 
cepted principle in the surgical removal 
of a malignant tumor that whenever 
possible the lymphatics from and the 
blood supply to and from the lesion be 
severed before manipulating or remov- 
ing same. Until recently this principle 
has been forgotten or disregarded in 
treating malignancy of the colon and 
rectum and this should be evident to 
any surgeon familiar with the common 
procedures described in texts, and in the 
literature, or seen in most hospitals be- 
fore 1952. In that year, Barnes’ de- 
scribed a procedure for the “physiologic 
resection” of the right colon, “severing 
the vascular and lymphatic channels of 
the lesion first.” In disclaiming origin- 
ality he stated, “—the procedure now 
scems so reasonable and based on such 
good surgical principles that I can not 
believe it to be a new departure, but 
merely the dusting off of a very old (al- 
beit long-forgotten) technique.” In 
1906, Bird? described essentially the 
same procedure. In 1907, Jamieson and 
Dobson* in their classic description of 
the lymphatic system of the caecum and 
appendix described a modification of 
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St. Louis, Missouri 


Bird’s technique to include removal of 
the “upper group” of lymph glands situ- 
ated near the origin of the ileocolic ar- 
tery. The latter authors are among the 
most quoted authorities in the vast liter- 
ature on cancer of the large bowel, yet 
their technique remained “long-forgot- 
ten.” Since 1952, the trend has been to 
restress this principle. 

In 1954, Cole et al,‘ in an excellent 
article on prevention of recurrence of 
carcinoma of the colon, agreed with the 
above mentioned authors in that ligation 
should be done before the tumor was 
manipulated. They stated that, “There 
are two possible mechanisms of meta- 
stasis that are not fully appreciated by 
surgeons.” One of these was, “detach- 
ment of malignant cells from the venules 
or veins within the tumor during mobili- 
zation of the specimen.” Further, 
“pathologists have for many years called 
attention to the invasion of veins by 
tumors in the colon and rectum but— 
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clinicians have not attached sufficient 
importance to this finding.” In 1958, 
Ault® described a more radical gland 
dissection, a retroperitoneal in-continu- 
ity lymphadenectomy, and not only 
stressed the need for early ligation of 
the inferior mesenteric vein but indi- 
cated the importance of occluding the 
marginal vessels before handling the 
primary lesion. Yet, in the same month 
and year, another article was published 
by Madden and Amendola,® in a spe- 
cialty journal, describing this same ex- 
tended lymphadenectomy and the au- 
thors did not ligate the vessels before 
mobilizing the tumor in the descending 
colon, and in some very excellent illus- 
trations showed the tumor area being 
squeezed in the act of mobilizing the 
splenic flexure, before the inferior 
mesenteric vein was tied off. A foot- 
note denoted that the article was part of 
a surgical text, “now in press.” While 
lymphadenectomy becomes more radical, 
there are still those who neglect the im- 
plications inherent in the extensive lit- 
erature on venous invasion by malig- 
nant tumors and continue to perpetuate 
errors of basic technique in surgical 
texts. It is this author’s opinion that 
text books, because of their compactness 
and ease of use as a reference, are far 
too influential on the embryo surgeon 
to be less exact than the particular era 
permits. It would be a pity indeed if 
another half century would pass before 
basic principles were accepted generally 
over teachings dominated by a preoccu- 
pation with a single phase of the prob- 
lem or through oversight or recurring 
neglect of the implications of well docu- 
mented facts. 

It is the purpose of this paper to re- 
state briefly the frequency of occurrence 
and seriousness of venus invasion, to 
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emphasize the need for returning to an 
old basic principle in treating carcinoma 
of the colon, and to suggest a logical 
change in procedure in abdomino- 
perineal resections for low-lying can- 
cers of the rectum. In such cases, the 
usual combined procedure should be 
modified to conform to the requirements 
inherent in the implications of the 
known facts of anatomy and pathology, 
requiring ligation of the vessels and 
lymphatics surrounding the rectum and 
anus below the pelvic floor before start- 
ing the abdominal part of the resection. 
Pathology and Prognosis Invasion 
of the veins by carcinoma of the colon 
and rectum has been amply demon- 
strated by Dukes,”* Burns and Pfaff,° 
Brown and Warren,’® Grinnell,’ Pop- 
per,’? Sunderland,'® and many others; 
varying percentagewise from 17% to 
61%. Grinnell,"' in a study of 322 
cases of cancer of the colon, demon- 
strated in surgical specimens, invasion 
of the veins in 33% of colon cases and 
36% in rectal cases. Sunderland" 
found vein invasion in 27.6% of 210 
cases with invasion more frequent and 
prognosis poorer in the lower rectum. 
Brown and Warren”® in a study of 170 
cases of rectal cancer, with follow-ups 
and complete autopsy in each case, con- 
cluded that, “—intravascular tumor in- 
vasion frequently means visceral meta- 
stasis (61%) and its absence—nearly 
always rules it out.” Guernsey” et al in 
a study of 272 surgical specimens of the 
lower sigmoid, rectosigmoid and rec- 
tum concluded, “that the increased 
venous invasion seen in the lower part 
of the colon is an important factor in 
the less favorable prognosis associated 
with these lesions.” This was confirmed 
by Gilchrist and David'* and Waugh.’® 
Finally, Lahey,'’ in a series of 1800 pa- 
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tients with cancer of the rectum, re- 
ported only 14% five year survivals in 
those cases where the veins were in- 
vaded. Stating this in a less conven- 
tional but possibly in a more startling 
manner, the odds for surviving five 
years under these conditions are less 
favorable than one would have playing 
“Russian Roulette” with five shells in a 
six-shooter. Grinnell'® found venous in- 
vasion to correlate well with hepatic 
metastasis. Brown and Warren’ 
showed this same correlation in their 
autopsy study of 165 cases of adeno-type 
cancers of the rectum. In 65 of these 
cases without intravascular involvement, 
only 1 showed visceral metastasis, of the 
100 cases with vascular invasions, 67 
showed visceral implants, less than 2% 
as compared to 67% and pointing out 
the prognostic value of the absence of 
venous invasion. 

It is evident that the importance of 
intravascular invasion arises from the 
potential tumor embolus and metastatic 
implant via the blood stream. Fisher 
and Turnbull,’® Cole,‘ Engel?® and 
others have demonstrated the presence 
of malignant cells in the blood in the 
mesenteric vessels in patients with colo- 
rectal cancer. The prognosis in these 
cases is poor yet not necessarily hope- 
less. Warren and Gates”! showed ex- 
perimentally that not all tumor cells en- 
tering the blood stream survived and 
set up metastatic growths; thus suggest- 
ing, at least theoretically, that intra- 
vascular invasion with embolization did 
not preclude cure. Engel’s”® clinical 
findings as well as Brown and War- 
ren’s’® figures given above (33% with 
venous invasion without visceral meta- 
stasis) suggest these experimental find- 
ings to be practical truths. 

In summary, the frequency of venous 


invasion in carcinoma of the colon and 
rectum is between 17%-61% depending 
on the groups studied by different au- 
thors. Whether one accepts Burns’ 
49.7%,° Grinnell’s 36%,'! Popper’s 
30%? or Sunderland’s 27.6%** is im- 
material. An average of 30% is sufh- 
ciently impressive, as are the implica- 
tions regarding prognosis. One impor- 
tant hope for a change for the better in 
the future rests with the surgeon. He 
is not responsible for the state of the 
patient’s blood vessels when the latter 
comes for treatment but he must be 
aware of and appreciate the known facts 
and must adhere strictly to basic prin- 
ciples in treating this disease. He must 
recognize the possible increased inci- 
dence of metastasis following massage, 
squeezing or handling of the tumor be- 
fore severence of the vessels. Tyzzer?* 
demonstrated this effect 46 years ago. 
This was confirmed by Knox** in 1922, 
by Marsh** in 1927 and Fisher and 
Turnbull’? in 1955 demonstrated the 
potential danger of manipulating a 
tumor at the time of operation. He 
must realize that to fail to sever the 
blood supply to and from the lesion 
before mobilizing, manipulating or re- 
moving same might be contributing to a 
poorer prognosis. 

Anatomy As stated before, it is the 
author’s belief that the vessels and 
lymphatics below the pelvic floor be 
severed before handling the tumor i.e. 
before starting the abdominal part of 
the resection. Anatomically, pathways 
exist for malignant emboli arising in 
the rectal veins to enter the vena caval 
system directly, as well as the portal 
system. According to Cunningham* 
the inferior hemorrhoidal veins anasto- 
mose with the middle and superior 
hemorrhoidal veins and connect the 
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portal with the vena caval system. 
Gorsch*® in describing the pecten, the 
upper one-third of the anal canal, 
states, “From the vascular point of view 
the pecten is significant in that it marks 
the anastomotic zone between the su- 
perior and inferior hemorrhoidal plex- 
uses and to a less extent the middle 
hemorrhoidal vessels—. Actually, the 
demarcation between these veins is not 
as abrupt as commonly described, par- 
ticularly in hemorrhoidal disease. The 
pecten’s vascular anastomosis drains 
freely to either portal or systemic sys- 
tem.” Bacon?’ confirmed the presence 
of a free anastomosis between the supe- 
rior and inferior hemorrhoidal veins. 
Reuther** demonstrated that the degree 
of anastomosis of the above venous sys- 
tems increased with age and the de- 
gree of hemorrhoidal disease. 

it is reasonable to assume that with 
malignant emboli present in segments of 
the superior and/or middle hemorrhoid- 
al veins that these emboli may be freed 
into the caval system via the anastomosis 
with the inferior hemorrhoidal veins and 
this would be more likely to happen 
after ligation of the inferior mesenteric 
and marginal veins and with freeing of 
the tumor in the pelvic portion of an 
abdominoperineal resection. | Brown 
and Warren'® reported 70 autopsied 
cases of rectal cancer with visceral in- 
volvement. Six of these showed lung 
metastasis only and the primary lesion 
was in the lower 9 cm. of the rectum. 
Eleven showed liver involvement only, 
with the primary lesion in the lower 6 
cm. of the rectum. While one must agree 
with these authors that, “dissemination 
by systemic or portal circulation from 
the lower rectum must depend some- 
what upon chance,” it is suggested that 
more information concerning the opera- 
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tive procedure etc. in these cases might 
clarify what constituted “chance.” In 
any event, lung and systemic metastasis 
are not infrequent with carcinoma of the 
rectum, lung metastasis can occur ex- 
clusive of other sites and this suggests 
that emboli do spread to this area via the 
inferior hemorrhoidal veins into the 
systemic circulation rather than through 
the portal radicals, through the liver and 
then to the lungs. These findings sug- 
gest the need for ligating the inferior 
hemorrhoidal veins early in doing the 
combined procedure, or a_perineo-ab- 
dominoperineal resection. 

Procedure As practiced by the 
author, the operation is started with the 
perineum and with the patient in the 
exaggerated lithotomy position (or 
whatever position the surgeon desires). 
All steps are the same as for the 
perineal portion of the Miles procedure 
except that after the skin incision is 
made, the wound is deepened only to the 
pelvic diaphragm and through the in- 
ferior levator fascia, as far laterally as 
possible avoiding any but the gentlest 
handling of the anus and rectum. If 
the tumor lies posteriorly, postero-later- 
ally, or above the prostate, the dissec- 
tion can be carried through the recto- 
urethralis muscle to Denonvillier’s 
fascia. If it lies anteriorly, antero- 
laterally, or above the sacrococcygeal 
junction, the coccyx can be removed at 
this time if desired. All bleeding is 
controlled, the wound packed light'y and 
covered with sterile towels. The opera- 
tion is then completed as the usual com- 
bined abdominoperineal resection, ligat- 
ing the vessels, including the marginal 
veins, before handling the tumor. 

Conclusions It is this author’s be- 
lief that all low-lying, removable rectal 
cancers should have the limited perineal 
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portion of the combined procedure done 
first. For those surgeons who still ob- 
ject to anterior resection for higher 
lesions, and still practice abdomino- 
perineal resections in such cases this 
step would be indicated. An old ob- 
jection to perineo-abdominal resection, 
namely lack of preliminary abdominal 
exploration, no longer applies because 
palliative resection of the primary lesion 
is considered good surgery even though 


the disease in incurable. The possible 
objection that a contaminated area is 
treated first should not raise too much 
of a problem. While this paper is con- 
cerned primarily with venous spread, it 
is understood that good surgical tech- 
nique and every method of “cancer iso- 
lation” as described by Ault,’ Cole* and 
others will be practiced. The only con- 
traindications are non-resectable or 
questionably resectable lesions. 


Summary 


It is important to stress constantly 
every method of “cancer isolation” 
as fundamental to a well performed 
operation for carcinoma of the colon. 
While severence of the peripheral 
lymphatics, occlusion of the bowel 
lumen, proper protection of the ab- 
dominal wall etc., have been accepted 
freely and practiced, neglect to sever 
the peripheral venous circulation be- 
fore manipulating the tumor is long 
overdue for general acceptance as a 
sine qua non of competent surgery. 
While no unequivocal evidence exists 
to prove the importance of the in- 
ferior hemorrhoidal veins as carriers 
of malignant emboli, venous channels 
are proven avenues of spread. In the 
lower rectum, the frequency of ven- 
ous invasion and the existence of an 
anastomosis between the portal and 
systemic veins are well known. It is 
established experimentally and clin- 


ically that not all cancer cells in the 
blood stream survive and become 
metastatic implants; still it is no less 
incumbant on the surgeon to add 
none or as few as possible to the cir- 
culation by his treatment. The free- 
ing of the rectum from the sacrum 
and bladder in the abdominal portion 
of the operation is of necessity rela- 
tively forceful and even though the 
proximal vessels are ligated first, 
the more distal anastomotic venous 
avenues remain open in the usual 
abdominoperineal resection. A_peri- 
neo-abdominoperineal procedure is 
suggested to isolate this route of 
spread early in the operation. This 
procedure is simple and takes very 
little extra time and has the obvious 
advantage as stated plus the shorten- 
ing of the final steps in the resection 
and lessening the shock element at a 
more critical time. 


Es importante indicar continuamente 
que es fundamental tratar el carci- 
noma del colon con metodos de 
“aislamiento del cancer.” Mientras 
que en la actualidad se acepta que la 


seccion de los linafaticos, la oclusion 
del intestino, la proteccion de la 
pared abdominal, etc. son practica 
aceptada y comin, el olvido de sec- 
cionar la circulacién periferica venosa 
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antes de manipular el tumor es a 
veces alvidado como uno de los re- 
quisitos fundamentales para hacer 
una cirugia correcta. Mientras que 
existen pruebas inequivocas de la 
posibilidad de los embolos de celulas 


cancerosas a traves de las venas 
hemorroidarias, sirviendo los canales 
venosos como avenidas para la inva- 
sion. En el recto inferior, es bien 
conocida la frecuencia con que existe 
invasion venosa y la existencia de 
anastomosis entre los sistemas porta y 
cava. Se ha demostrado experimental- 
mente que no todas las celulas can- 
cerosas en el torrente circulatorio 
pueden sobrevivir y hacer la implan- 


tacién metastdsica; sin embargo el 





cirujano debe reducir lo mas posible 
su circulacién mediante la ligadure 
previa. La liberacién del re to de la 
cejiga y del sacro exigen general- 
mente de maniobras forzosamente 
gruscas y aunque se haya hecho la 
ligadura previa de los vasos, las venas 
anastomoticas distales quedan abier- 
tas general mente hasta el final de la 
reseccién abdominoperineal. Se su- 
giere hacer la operacion abdomino- 
perineal para ligar previamente todos 
estos vasos al iniciar la operacion. 
Este procedimiento es sencillo y exige 
pooc tiempo extray acorta las etapas 
gnales de la operacion y disminuye el 
elemento shock en el punto mas 
critico de la operacion. 
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Spontaneous 
Expulsion 
of a 


Rectal Polyp 


This case is reported be- 
cause it is unusual; review- 
ing the literature of the 
past twenty-five years re- 
veals only three references 
concerning its occurrence. 
Also, this case appears to 
illustrate a response of the 
connective tissue to injury. 


SIDNEY VERNON, M.D. 


Willimantic, Connecticut 
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A, 18-year-old female was 
brought to the hospital because of rectal 
bleeding. During a bowel movement she 
had felt something give and this was 
followed by bleeding for at least 30 
minutes. Examination with the anoscope 
revealed that active bleeding had ceased, 
there was no gross evidence of pathol- 
ogy; the patient was admitted for fur- 
ther observation. Later, the patient’s 
mother brought to the hospital a mass 
of tissue, two centimeters in diameter 
which had been passed by rectum before 
the bleeding began. This was sent to 
the laboratory and the pathologist re- 
ported it as an adenomatous polyp. 

On the following day the patient was 
examined by a proctoscope. This re- 
vealed an ulcer and blood clot situated 
about five centimeters above the anus 
near the middle valve of Houston, ap- 
parently at the site where the polyp 
had been attached. A barium enema 
also taken revealed no evidence of other 
polyps in the rectum or sigmoid and 
no other pathology was found during 
the patient’s hospital stay. 

The same patient, about three weeks 
previous to this episode, had sustained 
a moderately severe injury when she 
was thrown and dragged by a horse, 
suffering extensive road burns and con- 
tusions, but no broken bones. As a 
result of this injury, she had required 
extensive cleansing of road dirt which 
had been tattooed into the skin. Re- 
covery from the abrasions took about 
ten days. The association of recent pre- 
vious injury here provokes speculation 
as to whether the rectal polyp and its 
stalk had been affected by the general- 
ized metabolic response to trauma to 
make the stalk friable and cause the 
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polyp to be susceptible to amputation by 
the pull of the peristaltic current. 

The generalized metabolic response 
to trauma? involves the entire mesen- 
chyme and may influence the character 
of all the supportive structures of the 
body. The connective tissue function® 
includes body defense and nutrition as 
well as support. The so-called “wis- 
dome of the body” is the restoration 
of the body’s steady state, as to both 
its composition and form. The con- 
nective tissue mesenchyme may be re- 
garded as the organ of adaptation which 
responds to environmental stresses with 
the end to preserve homeostasis. The 
pituitary-adrenal axis® together with the 
connective tissue proper serve to make 
the multicellular complex of the body 
a totally coordinated organism. 

The post-traumatic response of corti- 
coid hormone outpour,® followed by 
hormone withdrawal may have an ad- 
verse effect on neoplastic tissue. The 
adverse effect on supportive tissue of 
abnormal structures, as part of the 
response to injury may result from the 
absorption into the blood stream of 
necrosin,” an enzyme product of in- 
jured cells. This illustrates the body 
tendency to repair itself and cause a 
spontaneous regression of disease.*® 

Polyps on long pedicles usually re- 
main. in situ, and to account for spon- 
taneous amputation, a hypothesis must 
precede an inquiry as to the cause. The 
concepts of adaptation syndrome indi- 
cate .that injury may evoke an intensi- 
fication of the processes of regulation 
that, restore physiologic and anatomic 
integrity. 

This unusual case may illustrate, for 
example, an action comparable to that 


of the reticulo-endothelia system which 
effects an occasional spontaneous cure 
of malignancy. 

Supporting structures depend on col- 
lagen. While collagen differs from in- 
tracellular protein in resisting digestion 
by trypsin®?° and in its response to heat, 
circulating peptides after cellular injury 
may affect the molecular structure of 
collagen. Tissue enzymes of a function- 
ing organ may protect its collagen struc- 
tures from degradation, but these en- 
zymes may be absent in the non-func- 
tioning rectal polyp. 

The products of cellular injury and 
inflammation circulate in the blood 
stream; these added to the hormones of 
the metabolic response to trauma may 
adversely affect the stalk of a rectal 
polyp to make it more susceptible to tear 
by the pull of the peristaltic current. 

The concept of homeostasis defined 
by Cannon goes back to the recogni- 
tion of physiologic regulation in the in- 
ternal environment described by Claude 
Bernard and the reference later made 
by Starling as the “Wisdom of the 
Body” is along the same line. A coor- 
dinated internal response to external 
stimuli maintains the stable balance nec- 
essary for the survival of a species. In 
fact as early as 1771 Marie Francois 
Xavier Bichat, a French physiologist, 
considered the connective tissue as an 
organ system not as an inert scaffold 
of the body.’' The tendency of the 
body to heal itself, intensified by the 
stimulus of recent trauma, could have 
an adverse effect on the supportive struc- 
tures of neoplastic tissue; it suggests 
that the self-government of the organized 
body governs more firmly when mod- 
erate stress occurs. 
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Summary 


A case is reported of the spon- 
taneous amputation of a rectal polyp. 
Intensification of the _ self-healing 


function of the body by the reaction 
to injury may have predisposed to 
this event. 


Se presenta un caso de amputacién 
expontanea de un _ pdolipo rectal. 
Seguramente se intensificé la funcién 


de auto-cicatrizacion del organismo, 
como reaccion a el trauma, expli- 


cando el caso. 
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Hypnosis in Proctology 


I consider it a great privilege 
to be able to talk to you on a subject 
that is as old as the recorded history 
of men and at the same time as new 
and provocative as any method devised 
to alleviate man’s suffering. 

With the endorsement of medical 
hypnosis by the British and American 
Medical Associations and their dental 
counterparts, this effective tool has be- 
come available for the serious practi- 
tioner. 

Hypnosis fills a gap in the manage- 
ment of disease. For the first time it 
is possible for the physician as a guide 
to enable the mentally sound patient 
to direct his own behavior. 

This statement may seem startling to 
you but I shall clarify it after an at- 
tempt at definition of the phenomenon 
of hypnosis. 

Numerous authors have offered as 
many theories on the subject. 

The majority of them define hypnosis 
as a state of mind in which a coopera- 
tive “willing to please” attitude has been 
created in the patient by the hypnotist. 

Rather than give you a one sentence 
definition I should like to give you my 
own interpretation for what it is worth. 


F. JOHN MAHRER, M.D. 


Rome, New York 


I postulate that in addition to our 
five senses, we seem to possess in our 
brain a mechanism which for want of 
a better word I shall call the CUE fac- 
tor. “Critically Used Experience.” 

Suppose I were to offer one of you 
a glass containing a colorless liquid and 
told you I was offering you a glass of 
Coca-Cola. 

Your CUE factor would immediately 
go into effect, and like a mechanical 
computer, riffle through all pertinent 
facts that are stored away in your brain, 
and because past experience told you 
Coca-Cola is brown, you would reject 
the drink. 

This same mechanism goes into effect 
whenever you are confronted by a de- 
cision no matter how insignificant. 

Apparently this CUE factor is being 
bypassed whenever we allow physical 
and mental relaxation to take hold 
whenever we achieve eye closure, when 
ever we get fully distracted and when- 
ever we achieve dissociation of muscle 
groups. 





Presented before the Eleventh Annual Teach- 
ing Seminar, International Academy of Proc- 
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All of you have had dreams where 
you lived through experiences that seem 
utterly impossible when recalled in the 
waking state, yet are perfectly natural 
sequences at the time they occur in 
sleep when this CUE factor is not op- 
erating. 

Therefore, if we bypass the CUE fac- 
tor of the patient, we are able to feed 
suggestions to him which he will accept 
without criticism providing these sug- 
gestions are made to be desirable or 
pleasant. 

That brings us back to my earlier 
statement that the patient directs his 
own behavior under the guidance of the 
hypnotic suggestion. 

At this time I should like to dispel 
a few of the many misconceptions re- 
garding hypnosis and its use. 

¢ The ability to hypnotize is not a 
talent given to the few, but rather can 
be acquired in a few hours by almost 
anyone. 

e The hypnotized person is in no 
way under the hypnotist’s power, but 
rather accepts only pleasant suggestions, 
never any that would be contrary to 
his ethical or moral principles. 

¢ Hypnosis is not sleep at all, but 
rather a state in which the subject’s 
natural abilities and senses are sharp- 
ened to a degree you would not have 
thought possible in the waking state. 

For instance: A hypnotized subject 
with any degree of visual memory 
would, be able to read a page out of an 
unfamiliar technical publication and 
after one reading, when brought back 
into his normal state, have absolute 
recall of every word and the location 
of every word that he read. 

© To be readily hypnotizable is not 
a sign of a weak-willed person, but 
rather the accomplishment of a good 
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intellect with the ability to concentrate 
and cooperate. 

© Hypnosis is not dangerous in re- 
sponsible hands any more than the 
drugs you prescribe in your every day 
practice. 

e Even if the hypnotist were to sud- 
denly die while the patient was in deep 
trance, no major problem would arise 
as the patient would “sleep it off’ in 
a few hours without any ill after effects. 

¢ Hypnosis is not time consuming. 
A light trance should be achieved in 
every instance in one minute and a deep 
trance in about three to five minutes. 

e Anyone who is not afraid of 
hypnosis and who does not deliberately 
reject it can be hypnotized. 

We have been using hypnosis in our 
practice for a relatively short time only 
and have not been able to compile any 
valid statistical data. 

However, we expect to continue the 
research and have some material for 
further publication in the near future. 

Now I should like to state the four 
salient features of its successful use in 
medicine: 

1. The hypnotist must believe firmly 
that his suggestions will be successful. 

The slightest waiver in his voice, the 
slightest doubt in his own mind will 
be perceived immediately by the im- 
mensely sharpened observation power 
of the patient. 

2. There must be inherent or created 
motivation by the patient. He must 
have a reason to want to be hypnotized 
whether it is to get relief from pain, to 
stop smoking, to undergo surgery with 
a minimum of discomfort, or just plainly 
that he wishes to experience the pleasant 
sensation of complete relaxation. 

3. The patient must not be allowed 
to give himself counter-suggestions while 
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in trance and therefore the semantics 
of proper induction and management 
are of the utmost importance. 

You should never use words that 
create a picture in the patient’s mind 
contrary to your intentions. 

Remember the CUE factor is not op- 
erating and what you say is perceived 
literally and not dampened by the knowl- 
edge of past experience. 

For instance, don’t say “I am going 
to cut your hemorrhoids out and it 
won’t hurt you.” 

The word cut immediately paints a 
picture of pain in the patient’s mind 
and your later suggestion that it won’t 
hurt will not be accepted, especially as 
the word hurt is also not conducive 
to dissipate fear. 

You should say instead “I am going 
to remove your hemorrhoids in a little 
while, you won’t mind it at all, as a 
matter of fact you won’t feel anything 
except a little pressure.” 

You may notice that you will allow 
the patient a certain degree of leeway 
so that if he does feel the operating in- 
strument, he will perceive it as pressure 
only and will not be frightened by 
the sensation of touch which is never 
abolished. 

Be sure not to use terms the patient 
might not understand. Now to the last: 

4. A great detriment to the use of 
hypnosis lies in the fact that many 
physicians become discouraged if they 
fail to be successful with their first few 
patients and consider it rather a per- 
sonal issue, not realizing that their 
earlier attempts by necessity lack the 
assurance and firmness to convince the 
acute perception of their patients. 

Now allow me to present the principal 
application of hypnosis considering only 
its uses in the field of proctology. 





I should first like to divide these into 
the following six groups: 

1. Reduction of anxiety. 

2. Removal of neurotic manifesta- 

tions. 
. Adjunct to conventional anesthesia. 
. Replacement of anesthesia. 
. Relief of pain. 
. Changes in outlook of the patient. 
Now to specifics: 

1. Reduction of Anxiety—The reduc- 
tion of anxiety is rather self-evident and 
probably the most important application 
of hypnosis. 

All the other benefits are directly or 
indirectly, the result of emotional calm 
and serenity. 

Especially in the pre-operative period 
or at the time of emotional crises, hyp- 
notism is a far superior tranquilizer 
than any drugs in use today. 

2. Removal of Neurotic Manifesta- 
tions—In this category I like to include 
pruritus ani when the original cause has 
been removed or no obvious cause can 
be found. 

These lesions, as you know, heal up 
quickly when the recurring trauma of 
scratching can be eliminated. 

Also included here are tenesmus and 
the spasms of the irritable colon. 

Hypnotism alone can achieve marked 
reduction in the number of bowel move- 
ments, in gas formation and pain. 

Before going any further I want to 
make it crystal clear here that hyp- 
notism is not a panacea, that it does not 
in any way replace most of the conven- 
tional methods of therapy in use today, 
but rather that it is a surprisingly effec- 
tive adjunct to them and in many ways 
reduces morbidity. 

No greater harm can be done to this 
tool than to over-emphasize it and then 
to neglect and forget it when the over- 
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enthusiastic promise does not materi- 
alize. 

3. Adjunct to General Anesthesia — 
Major and even radical surgery has been 
done in various centers entirely under 
hypno-anesthesia but the need for such 
radical measures will arise only in rare 
and extreme cases where the medical 
department considers any conventional 
anesthesia fraught with too much danger 
to the patient’s life. 

With the comparative safety of the 
seneral anesthetics in use today they 
should not be short changed. 

However, by relieving the preopera- 
tive anxiety, effective anesthesia can be 
produced with up to 40% less an- 
esthetic. 

The proctologist can reduce morbidity 
noticeably by suggesting uneventful re- 
covery with a minimum loss of strength, 
without nausea or vomiting upon 
awakening. 

In spinal anesthesia less anesthetic 
will give equally good results, and by 
eliminating anxiety, shock will be vastly 
reduced. 

Local or block anesthetics will be ef- 
fective even if not entirely adequate or 
somewhat improperly placed. 

4. Replacement of Anesthesia—Hyp- 
nosis is quite effective in most of the 
minor operative procedures, especially 
sigmoidoscopy where generally no an- 
esthesia is used, as well as in procedures 
where local anesthetic is contraindicated 
such as the opening of abscesses, rec- 
tal. ischiorectal and in the removal of 
pilonidal cysts. 

Suggestive relaxation is equally effec- 
tive in the removal of thrombi from ex- 
ternal hemorrhoids. excision of pro- 
lapsed rectal mucosa, opening of crypts 
and so on. 

In radical hemorrhoidectomy I com- 
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bine hypnosis with deep infiltration of 
a long lasting anesthetic for better 
spincter relaxation and greater post- 
operative comfort. 

5. Relief of Pain—Probably the most 
impressive phenomenon of hypnosis is 
relief of pain. 

Everyone has on occasion noticed an 
injury such as a bruise or cut while un- 
dressing at night without ever knowing 
that this injury had been received. You 
all are aware of anesthesia to wounds 
received in the heat of battle. 

These two examples are simply every- 
day occurrences of waking hypno- 
analgesia through distraction. 

Again, by dispelling fear of pain and 
diverting the CUE factor, you can mark- 
edly reduce pain and in many instances 
eliminate it; therefore, the reduction of 
pain by hypnosis is of utmost im- 
portance where pain triggers concomi- 
tant symptoms. 

Not only has postoperative pain been 
greatly reduced, but the intolerable pain 
of carcinoma in its final stages has re- 
sponded beyond expectation, greatly 
lessening the need for narcotics. 

However, in dealing with disease like 
spastic colon, ulcerative colitis, diverti- 
culosis, etc., when recurring pain must 
be dealt with, the physician must make 
clear to the patient that only this spe- 
cific recurring pain will be abolished 
while no anesthesia is to take place 
should the character of the pain change. 

This guards against veiling of per- 
forations and other unforeseen compli- 
cations. 

Once you have seen with what ease 
you can do sigmoidoscopy or rectal di- 
latation following a hemorrhoidectomy 
under light hvpnosis, you would hardly 
wish to do without. 

6. Changing the Attitude of the Pa- 
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tient—In this chapter we introduce a 
new concept of hypnosis, “the post-hyp- 
notic suggestion.” 

Even though it is mentioned here 
first, it is of great value in some or all 
of the previous groups. 

I have repeatedly referred to post- 

hypnotic suggestions without drawing 
your attention to it specifically. 
' For those of you who might not be 
familiar with the terms of hypnosis, a 
post-hypnotic suggestion is one that is 
given with a patient in trance to be 
carried out after the patient has re- 
turned to his usual state. 

A suggestion of that sort may last a 
varying length of time depending upon 
the way the suggestion is given, or the 
receptiveness of the patient to the sug- 
gestion, and whether a_ perpetuating 
mechanism has been added. 

This latter term may be confusing 
and [ shall illustrate it. 

Suppose you have performed a total 
colectomy for ulcerative colitis on a 
young woman and wish to have the pa- 
tient accept her ileostomy with a mini- 
mum of disturbance. 

If you were to simply tell this wom- 
an in hypnosis that she would fully 
accept the ileostomy bag without being 
self-conscious of it, that she should be 


grateful for becoming permanently 
cured, and so on, the continued nuisance 
would soon overcome the beneficial sug- 
gestions and their benefit would wear 
off gradually. 

If however, you added that the patient 
would in her mind reiterate and re- 
inforce all suggestions, every morning 
on combing her hair, the duration of 
our hypnotic suggestion would be ex- 
tended infinitely longer. 

It will be obvious to you that the 
strong motivation to accept the inevi- 
table would materially help towards that 
end. 

Most of you have witnessed the rapid 
deterioration of patients who have lost 
their will to live and despite your best 
efforts succumbed within a short period 
of time. 

You have also seen the opposite where 
all factors pointed to the hopelessness of 
the case but the determined will of the 
patient surmounted amazing obstacles to 
his final recovery, 

To be able to change the patient’s 
mind from the will to die to the will to 
live by hypnosis, with subsequent favor- 
able outcome, is to my mind the most 
convincing endorsement of medical hyp- 
nosis. 

104 North George Street 





RESEARCH 
EDUCATION 


SERVICE F] G HT 


AMERICAN 
CANCER 
SOCIETY 


CANCER 





136 THE AMERICAN JOURNAL OF PROCTOL.OGY 





VS 





The Role of 


Local Anaesthesia 


HOBART W. JOHNSON, M.D., F.A.C.S. 


Milwaukee, Wisconsin 


| anaesthesia offers many 
advantages in rectal surgery. It is eco- 
nomical in its initial cost, its preparation 
is simple, small quantities are used, the 
patient is immediately ambulated and 
there is little need of nursing care. The 
administration by the surgeon eliminates 
the cost of an anaesthetist and thus 
lessens the financial burden to the pa- 
tient. 

Other than an aliergy to the local 
anaesthetic agent, there is no contra- 
indication for its use. Poor-risk cases, 
including cardiacs, can be operated upon 
without fear of complication from the 
anaesthetic. 

The patient is relieved of the anxiety 
that accompanies the administration of a 
general anaesthetic. The surgery will 
also seem less hazardous. 

The choice of a local anaesthetic is 
important, and certain requirements 
must be met. The anaesthetic should act 
immediately, be complete, and have a 
duration of at least one hour. There 
must be complete sphincteric relaxation 
without any deleterious or toxic effects. 
Butacaine Sulfate (Butyn Sulfate,® Ab- 
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bott) answers these requirements. 0.5% 
is the only strength used. For the av- 
erage case 30 to 40 c.c. are sufficient, 
though 75 c.c. or more have been used 
without any untoward effect. It can be 
autoclaved, and does not deteriorate or 
lose its potency. In solution, it is thor- 
oughly stable. 

The author has reviewed 20,403 con- 
secutive surgical rectal cases. These are 
from the office records of the author 
and ‘Dr. Arthur W. Johnson (now de- 
ceased) and from their cases in the 
Milwaukee Passavant Hospital. There 
were 11,072 males and 9,331 females. 
Office cases numbered 13,877, all hav- 
ing been operated under local. Hospital 
cases numbered 6,526, of which 935 
were under general anaesthesia, the re- 
mainder (5,591) local. Thus, 19,468 
were accomplished under local anaes- 
thesia; 0.5% Butyn Sulfate was the only 
local anaesthetic used. 

It should be stated here that those 
cases operated in the office rest for two 
to three hours after surgery, and then 
are transported by taxicab to a nearby 
hotel, where they receive all of the hotel 
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services and are supervised by a regis- 
tered resident nurse. They receive the 
care they need without hospital restric- 
tions or atmosphere, and they can take 
their sitz baths at their convenience and 
may have visitors as they see fit—all 
this at a very nominal cost, less than that 
which the hospital must now charge. 

Patients who state they react unfavor- 
ably to novocaine or procaine are given 
an intra-dermal test with Butyn Sulfate, 
and the incidence of reaction to this 
drug has been found to be negligible. 
In this series of cases there have been 
no deaths attributable to this local 
anaesthetic. 

Preparatory to surgery, the patient is 
placed comfortably on a horizontal table 
in the left Sim’s position. A nurse sits at 
his head, visiting with him, and care- 
fully keeps a record of blood pressure 
and pulse. The blood pressure is kept 
near normal by intramuscular injections 
of Methedrine. With the patient in this 
position, one of the advantages of local 
anaesthetic is that he can voluntarily, at 
any time, move himself into the most 
desirable position for the surgeon. A 
cheerful attitude by the operating: room 
personnel does much to alleviate the 
patient’s fear and anxiety toward the 
operation. 

The usual cleansing and draping is 
done. A trained nurse or assistant stands 
facing the patient at the buttock level; 
she separates the buttocks and exposes 
the operating field and keeps it well 
sponged. The surgeon sits on a stool at 
a comfortable level. The anaesthetic is 
administered by the surgeon. The pa- 
tient is told when and where the initial 
needle prick will be felt and that the 
only pain he will experience are these; 
he is told he will have a sensation of 
pressure and touch only, after the anaes- 


thetic is administered. If there is pain, 
the operator is outside his field, and will 
have to add more anaesthetic. A 5 c.c. 
Luerlock syringe with a 114 inch, 25 
gauge needle is used. The first injection 
is made 14 inch from the posterior anal 
margin with the full length of the needle, 
as it must reach both sphincters. From 
this fulcrum, the needle is almost with- 
drawn and fanned right and left so that 
the needle point is about 1% inch from 
the median. This maneuver is repeated 
anteriorly and in the right and left quad- 
rants, Normally, 5 c.c. in each quadrant 
is sufficient. The skin areas between the 
quadrants are infiltrated to a depth of 
one inch by a single injection; no fan- 
ning is required. 

The photograph on following page 
shows the draped patient on a horizonal 
table in left Sim’s position—with the 
angle of the syringe for the initial injec- 
tion in the posterior quadrant and the 
assistant and operator in position. 

As soon as the anaesthetic has been 
injected, and since it acts immediately, 
the surgeon gently and thoroughly 
dilates the sphincters with a Pratt bi- 
valve speculum. Instruments are passed 
by a surgical nurse or technician. 

The type of operation performed will 
vary with the surgeon and the training 
he has received. We do not use any type 
of clamp or retractor other than the 
assistant’s hands, and rely on the strip 
and ligation method, or the strip and 
chromic interrupted closure. Chromic is 
used above Hilton’s white line, plain gut 
below it. All pathology must be perma- 
nently and completely removed, and a 
normally functioning rectum obtained. 

A cotton and gauze dressing is firmly 
applied with a “T” binder and left in 
place for six hours; no tape is used. 
The patient may expel flatus immedi- 
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ately and is advised to do so; any and 
all packs left in fistulae or proctotomies 
are removed in twenty-four hours and 
are not replaced. Rarely do patients need 
to be catheterized. 

Complete rectal examinations are 
done in the office on the initial visit. 
Those patients with extreme spasm and 
tenderness are examined and _procto- 
scoped after being anaesthetized with 
local. 

One should not be too dogmatic and 
insist on local anaesthetic in every case. 
Infants, children, some teenagers, and 
high strung adults who fear local, are 
preferably anaesthetized with a general 
anaesthetic. In cases of acute abscesses 
or fistulae involving the levator spaces 
and the ischio-rectal fossae, general 
anaesthetic is a necessity. Sodium 
Pentothal is the general anaesthetic used, 
supplemented with nitrous oxide and 
oxygen. 

We combine local and general anaes- 
thetic in those cases which are not 
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acutely infected. As soon as the patient 
has lost consciousness, the local anaes- 
thetic is administered ii the usual man- 
ner. This allows the anaesthetist to carry 
the patient lightly, and should there 
develop airway problems or laryngeal 
spasm, the operation can be completed 
without any anxiety to the anaesthetist 
or surgeon. 

Thrombosed strangulated hemor- 
rhoids are injected directly with local 
and then replaced, and the rectum is 
anaesthetized as above. 

Perirectal abscesses can be managed 
readily by using shallow infiltration 
over the point of greatest fluctuation. 
A crucial incision and drainage follows. 
After a cooling off period of five days 
a fistulectomy is done, using local 
anaesthetic, 

We have found no need to use spinal 
or caudal anaesthesia for rectal sur- 
gery. 

The question of using a long-acting 
anaesthetic postoperatively is debatable. 
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After using them in a consecutive series 
of cases on several occasions, we have 
completely discontinued their use. 

About one-half of our pilonidal 
cystectomies are performed in the office. 
Local infiltration with Butyn Sulfate is 
used, and many are performed after 
rectal surgery and at the same sitting. 
Complete eradication of the tracts is 
essential, and never do we attempt 
closure and primary union. 

Very extensive and acute pilonidal 
abscesses having tracts extending to the 
right or left of the median line require 
hospitalization and the operation can 
be performed much more conveniently 
under general. 

Preoperative orders for rectal surgery 
under local anaesthesia are routine with 
the exception that Atropine is not used. 
Vomiting and retching rarely occur after 
local. Therefore, incidence of postopera- 
tive hemorrhage, thromboses and swell- 
ing is lessened and a less stormy con- 
valescence results, 

In cases requiring fulguration, the 
rectum needs only to he anesthetized 
1 inch distal to the upper level of in- 
ternal sphincter, and local anaesthetic 
is most convenient this 
cedure. 

There are complications which de- 
velop after rectal surgery because of 
the function and location of the rectum. 
Local anaesthetic plays a great part in 
this connection, and again is most eco- 
nomical to the patient. If the proctologist 
has a well trained staff, most of these 
are office procedures, saving the ex- 
pense and inconvenience of the patient’s 
re-entry to the hospital, 


for pro- 


The most alarming complication is 
the concealed postoperative rectal hemor- 
rhage, which may happen at any time, 
but generally occurs in this series on 


the seventh to the ninth postoperative 
day. We do not believe in packs; the 
artery must be located and ligated. Al- 
though the patient may be in shock and 
fears impending death, this author has 
never had a death from this cause. 

The proper time to interfere is as 
soon as possible after the hemorrhage 
is noticed. Then it is an office pro- 
cedure under the local anaesthetic. One 
does not need deep infiltration, but can 
use a thorough shallow one, anaesthe- 
tizing the mucous membrane from the 
anal margin to the top level of the in- 
ternal sphincter. Very little Butyn is 
needed, and the patient’s sensitivity to 
pain will tell you when a sufficient 
quantity has been used. 

If the patient bleeds seriously and is 
in shock, he should be hospitalized, and 
corrective measures instituted 
local anaesthesia. If the hemoglobin is 
below ten grams per cent., transfusions 
are given until the blood picture shows 
he can be carried on oral iron medica- 


using 


tion. 

Fecal from any 
should be treated by anaesthetizing the 
mucous membrane with local as de- 
scribed for concealed hemorrhage. The 
impaction is then easily broken up with 
the finger and is followed by a soap 
suds enema—11 quarts, and in this 
manner, the impaction is easily passed. 

Minor complications are stitch ab- 
scesses, roofed-over pockets, poor drain- 
age to the exterior from any cause, 
and partial strictures. For their correc- 
tion a few c.c. of local anaesthetic are 


impactions cause 


injected into the area involved, the 
pathology is corrected—all as an office 
procedure, and the patient may im- 
mediately be on his way, suffering little 
or no inconvenience. There is no delay 
in the healing process. 
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This series ot cases 1s presented to 
illustrate that 

@ Complete sphincteric relaxation suf- 
ficient to perform rectal surgery is 
easily accomplished with local anaes- 
thetic, 

@ Butacaine Sulfate (Butyn Sulfate, 
Abbott) in 0.5% strength is clinical- 
ly non toxic, and is an excellent local 
anaesthetic. 


The advantage of local anaesthetic to 
the patient and surgeon have been out- 
lined. The author therefore feels that 
a more liberal application of local anaes- 
thetic in proctology will help to alleviate 
the surgical bed shortage and to stem 
the spiralling costs of surgery in this 
specialty. 


135 West Wells Street 





Clini-Clipping 
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Cancer forming obstruction in ascending colon. 





a. If ileocecal valve is competent ascending colon 
may be enormously distended. 


b. If ileocecal valve is not competent the small 
bowel becomes distended. 


c. Section through ileocecal valve. 
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Diverticulitis of the Colon 


The grave prognosis of the engrafting of 


DONALD C. COLLINS, M.D. 
Hollywood, California 


- the past four years a new 
clinical entity has been encountered, 
namely; the engrafting of acute seg- 
mental colitis* on an instance of acute 
perforated diverticulitis of the distal left 
colon. Six patients have been treated 
surgically with this complication. Four 
have died, a sixty-six percent mortality. 
A careful search of our hospital rec- 
ords has failed to locate previous ex- 
amples of this new clinical entity. We 
have learned to regard this complica- 
tion of diverticulitis coli with grave ap- 
prehension. It is for this reason that it 
is desired to report these few patients, 
so that others may be on their guard and 
profit from our experiences. 

Diverticulitis coli has become more 
common during recent years, because 
Americans are living longer and are 
therefore falling prey to various degen- 
erative diseases. Average longevity has 
been increased by nearly a decade in the 
past thirty years. This fact alone is an 
eloquent sermon as to the value of the 
contribution that private medicine has 
given as a free gift to all Americans. 

All are in agreement that diverticu- 
litis coli is primarily best treated by 
medical measures. Surgery should be 
reserved for such complications as: 


acute segmental ulcerative colitis upon 
acute perforated diverticulitis of the colon 


perforation, obstruction, fistula forma- 
tion, and hemorrhage. Diverticulosis 
and diverticulitis are rarely encountered 
prior to the age of forty years. At the 
Mayo Clinic® diverticulosis was present 
in five percent of 24,620 colon roentgen- 
ograms. Only twenty-eight percent 
were found to have these lesions local- 
ized to the sigmoid colon exclusively. 
However, in this sigmoid group, one- 
sixth of the patients exhibited diverticu- 
litis. About four percent of individuals 
with diverticulosis will require subse- 
quent surgical treatment for complica- 
tions that will arise in the future years. 
In this four percent group, forty percent 
will develop fistula and thirty-three per- 
cent will become obstructed. Thus it 
becomes apparent that diverticulitis and 
its complications are probably more 
common than carcinoma of the colon. 
The surgical treatment of diverticu- 
litis coli and its complications is usually 
not too difficult. At the worst, it may 
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mean performing a preliminary cecost- 
omy or a temporary double-barreled 
transverse colostomy to relieve obstruc- 
tion, or drain a large paracolic abscess. 
Wait for the patient’s condition to im- 
prove and stabilize, sterilize the bowel 
lumen by Poth’s technic, later, widely 
resect that portion of the colon con- 
taining the offending diverticulae, ab- 
scess or fistulous tract; and restoring 
gastrointestinal continuity by an end-to- 
end anastomosis of the remaining 
colon.'® 18. 1% 20,22 Later the transverse 
colostomy or cecostomy is closed, only 
after complete healing is demonstrated 
at the line of colon anastomosis. Under 
exceptional optimum conditions a pri- 
mary colon resection, without comple- 
mentary cecostomy or colostomy, may 
be done in experienced hands; but to be 
on the safe side a “Witzel Type” decom- 
pression proximal colon catheter should 
usually be employed to protect the anas- 
tomosis suture line from leaking. 
White”? is of the opinion that the 
younger the patient with diverticulitis 
coli, the more strongly is surgical inter- 
vention indicated. Today, with mod- 
ern improvements in surgical technic, 
and in both pre- and postoperative man- 
agement of instances of diverticulitis 
coli, the mortality rate should be less 
than two percent.. 

However, when a primary attack of 
segmental ulcerative colitis becomes en- 
grafted upon a patient suffering with 
acute diverticulitis coli and its many 
complications, the prognosis, in our 
limited experience, becomes most grave, 
with a rise in the ultimate mortality to 
about sixty-six percent. Immediately. 
the surgical treatment picture changes, 
and the optimum therapy calls for an 
immediate permanent ileostomy, a sub- 
sequent colectomy, and a combined ab- 
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domino-perineal resection of the rectum 
and anus, as quickly as the patient’s con- 
dition permits. Most surgical opinion 
today is in agreemnt with this con- 
cept.?: 2 57% 11.16 Tn one group of ul- 
cerative colitis patients,’” seventeen per- 
cent ultimately required total colectomy 
and proctectomy. In our limited ex- 
perience with this rare complication, 
medical measures are valueless in pre- 
venting the spread of the acute ulcera- 
tive colitis with its consequent fistula 
formations, rapidly grave debilitation 
of the patient—which poses an actual 
threat to life, hemorrhage, obstruction, 
and abscess formation; even in defunc- 
tionated segments of the left half of the 
colon, in which the fecal stream has been 
entirely diverted away by a well func- 
tioning double barreled transverse colos- 
tomy, and where daily irrigations of 
sterile saline and sulfasuxadine solutions 
were employed, but where no antibi- 
otics were used. Usually, these patients 
develop so many complications that you 
are never able to perform the optimum 
surgical treatment indicated, but must 
rather cope with enterocolic fistulae, 
paracolic and __pararectal-abdominal 
and/or perineal fistulae, abscesses drain- 
ing through the anterior abdominal wall 
and/or the perineum or urinary bladder, 
profound hypoproteinemia, reversal of 
the A./G. ratio, loss of potassium, pro- 
found and progressively worse sec- 
ondary anemia, hemorrhage, failure of 
tissue to heal normally, and bacteremia. 

It is believed that a brief recital of 
the clinical course of one of our six 
patients reported in this article will illus- 
trate the tremendous surgical problems 
involved: 

In 1952, a white male, married, office 
worker, aged 63 years, was examined 
and found to have recurring attacks of 
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diverticulitis coli of the sigmoid colon 
with partial obstruction. He also had a 
mild, senile type of diabetes mellitus. 
When well, he could keep his urine 
sugar free by diet alone. It was recom- 
mended at that time that a segmental 
resection of the diseased sigmoid be 
performed and an end-to-end anas- 
tomosis be done. This advice was re- 
jected by the patient. In 1955, he had 
a transient, mild, right hemiplegia 
which left a six months’ residual of 
muscular weakness in the right lower 
extremity. Between 1952 and March. 
1958, there were many recurrent attacks 
of diverticulitis coli, each one seeming 
to be a little more severe. I again ex- 
amined the patient at his home, in 
March 1958. At that time he had been 
ill for a week with a complete large 
bowel obstruction at the level of the 
distal left colon. He was quite ill from his 
obstruction and diverticulitis. Emergency 
roentgenograms of the abdomen revealed 
marked dilatation of the entire proximal 
colon. An emergency decompression 
was done, without exploration, by a 
double-barreled right transverse colos- 
tomy. The patient nearly died from 
this minimal surgery. The colostomy 
wound became grossly infected with 
Pseudomonas aeruginosa, Proteus vul- 
garis, and Staphylococcus aureus:—non- 
hemolytic, coagulase positive. The 
same three organisms were cultured 
from both the rectum and the venous 
blood stream in the forearm: Serum 
albumen sank to 2.7 gms. %, and the 
A./G. ratio was reversed to 0.48: 
Massive blood (8,000 
c.c.) and serum-albumen by vein 
(1,400 c.c.) finally corrected the blood 
picture and restored the A./G. ratio to 
normal. 


transfusions 


Ten days postoperatively, a 
huge, left, lower quadrant, abdominal 


abscess drained spontaneously through 
the skin of that region. By mid-June 
1958, his condition was so improved 
that he was sent home from the hospital. 

On September 4, 1958, the patient was 
readmitted to the hospital. He was 
diagnosed as having a recent new, 
acute, mid-ileum to distal left colon 
fistula, a left lower quadrant abdominal 
muco-purulent colonic fistula, profound 
secondary anemia, and again hypopro- 
teinemia. His blood picture was quick- 
ly corrected. 

Six days later, the first abdominal 
exploration was done. Numerous intra- 
abdominal firm fibrous adhesions were 
divided, the acute ileocolic fistula was 
closed, the left distal colon was mo- 
bilized, freed from its muco-purulent 
fistula draining onto the anterior ab- 
dominal wall, 26 cms. were resected con- 
taining the acute, obstructing, perforat- 
ing lesions, and an end-to-end anasto- 
mosis was done. Remember that the 
left colon was completely defunctio# 
ated by the transverse colostomy. To 
our great surprise, the pathologist re- 
ported the presence of a very acute and 
fulminating ulcerative colitis in the re- 
sected operative specimen. The patient’s 
condition was so precarious on the op- 
erating table, that no further surgery 
was possible at that time. Peritoneal 
cultures revealed that the same three or- 
ganisms were still flourishing, but had 
now become nearly one hundred percent 
resistant to most common antibiotics 
tested against them. 

After a most stormy postoperative 
course, on the seventh postoperative day 
he began to have massive hemorrhages 
from the rectum and the left colostomy 
stoma. An immediate reexploration was 
done and it was found that the end-to- 
end anastomosis suture line in the left 
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colon had separated for one-half of its 
extent. It was demonstrated that there 
had not been a suture failure or break- 
age, but rather that the colonic tissues 
would not hold the ordinary sutures. 
The anastomosis was again reapproxi- 
mated by using interrupted #000 black 
silk sutures that transversed all layers 
of the colon and were tied with the 
knots on the outside serosal surface. 
Four days later it became necessary to 
open the left lower quadrant abdominal 
wound, because of the massive infection 
present. Aqueous Furacin® solution ir- 
rigations were set up on a daily three- 
hour basis. During this entire period, 
the patient was plagued with crops of 
large indolent furuncles all over his 
body. Finally, an autogenous vaccine 
was prepared from these, administered, 
and the furuncles disappeared. 

Finally, two months after his last op- 
eration, he was dismissed from the hos- 
pital, fully ambulatory. During the 
next year he was under the care of his 
fine home physician, who was trying by 
every means possible to get him into 
sufficiently good condition, so that a 
complete colectomy and _proctectomy 
could be performed. Unfortunately, 
that degree of physical condition was 
never achieved. The mucoid-purulent 
left lower quadrant abdominal fistula 
closed and healed. 

However, nine months after going 
home, an acute fulminating proctitis ap- 
peared, followed rapidly by multiple 
purulent recto-perineal fistulae, from 
which were again cultured the same 
three offending original bacteria. He 
was readmitted to the hospital on Oc- 
tober 29, 1959. “Pap.” Stains were 
negative for carcinoma cells in the rec- 
tal swabbings. Four days later procto- 
sigmoidoscopy was done, revealing up 
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to the 22 cms. level that a very acute 
ulcerative proctosigmoiditis was _pres- 
ent with numerous perforations through 
the walls of the upper rectum. One 
week after hospital entry, a combined 
abdomino-perineal resection was_per- 
formed, removing the entire left colon 
from the left colostomy stoma to the 
The patient nearly died follow- 
ing this operation. Massive doses of 
Solu-Cortef® intravenously _ finally 
brought the patient out of danger on his 
fourth postoperative day. A massive 
wound infection ensued, which was suc- 
cessfully treated again by aqueous 
Furacin solution irrigations, on a daily 
three-hour basis. 

On the twenty-second postoperative 
day, a fecal fistula appeared in the 
posterior wound: On December 9, 
1959, the patient was reexplored, and it 
was found that the head of the cecum 
had become involved with the acute ul- 
cerative colitis, had perforated, and 
drained out through the 
wound. The cecal perforation was 
rapidly turned in, in a routine manner. 
No further surgery was permissible be- 
cause of his precarious condition on the 


anus. 


posterior 


operating table. 

On December 19, 1959, the patient 
suddenly nearly exsanguinated himself 
from a massive hemorrhage from his op- 
erative incision of ten days previously. 
The infection had eroded into the right 
deep epigastric artery. Emergency 
blood transfusions under-positive pres- 
sure (4,000 c.c.) and the Cantor 
“Thrombin-Powdered — Gelfoam® in 
Milk” technic applied locally to the 
wound stopped the acute blood loss and 
stabilized the patient’s condition after 
four hours. He was then returned to 
surgery and the eroded artery was se- 
curely ligated. 
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Again on January 5, 1960, a massive 
fecal fistula reappeared, draining 
through the posterior wound! This 
rapidly became more voluminous. On 
January 11, 1960, reexploration was 
performed. It was found that a new 
area on the cephalad-mesial border of 
the cecum, adjacent to the ascending 
colon, had perforated widely, not the 
site closed on December 9, 1959. The 
acute ulcerative colitis now involved the 
entire cecum and ascending colon. The 
remainder of the right colon, including 
the right colostomy stoma and eighteen 
centimeters of the terminal ileum were 
excised. A permanent ileostomy was 
made at Mc Burney’s Point. 

The patient did well until his fourth 
postoperative day, when he suddenly 
went into coma with a complete right 
hemiplegia. Spinal fluid tap was nega- 
tive for blood. Specific anticoagulant 
therapy was begun on the advice of both 
the consulting neurologist and internist. 
The next day a most severe and fulmi- 
nating left surgical parotiditis suddenly 
appeared. The latest complication was 
immediately treated by deep roentgen 
therapy, daily. However, this patient 
expired two days later. Permission for 
a postmortem examination was re- 
fused. 

This has been largely our experience 
with these six patients, where an acute 
ulcerative segmental colitis became en- 
grafted upon an acute, perforated, com- 
plicated diverticulitis coli. All six pa- 
tients taxed our surgical judgment and 
experience to the utmost. 

Discussion It is not believed that 
either a sprue diet’* or Salicylazosulfa- 
pyridine’? would have been of value in 
these six instances. It has been re- 
peatedly stated that the etiology of ul- 
cerative colitis is unknown at the pres- 


sent and that the histopathology of the 
tissues involved are not specific for any 
known disease.’* '* Recently,® it has 
been suggested, upon experimental evi- 
dence obtained in rabbits, that there may 
be an immunologic basis for this clin- 
ical entity. 

Studies made by the author‘ on 
the Histoplasma capsulatum suggested 
that a considerable number of in- 
stances of ulcerative colitis demon- 
strated upon specific staining technic 
that the fungi were present in the sur- 
gically excised fresh tissues. What is 
more, these organisms were cultured 
from the colonic tissues, injected into 
laboratory animals, and typical Histo- 
plasmosis was produced in them. 

Here in California, a supposedly non- 
endemic region, far removed from the 
moist and sultry areas of the Mississippi 
river valley system, we find on reliable 
research studies that twelve per cent of 
the population give unmistakable evi- 
dence of, either having Histoplasmosis 
at the present time or having had it in 
the past. On this data, it is not difficult 
to understand how possibly a consider- 
able portion of ulcerative colitis may be 
caused by this fungus. Some tissues 
descriptions'* of the microscopic fea- 
tures of ulcerative colitis are closely 
paralleled by my observations. Possibly, 
if specific stains were made for the 
Histoplasma capsulatum, these fungi 
might be far more easily recognized. I 
know, because I first gravely doubted 
the early workers in this field, until I 
actually did specific stains looking for 
the fungus. Then, I easily found them. 
The same attitude held true for our hos- 
pital pathologists in 1953, until the spe- 
cific lesions were pointed out to them, 
and when these same lesions were spe- 
cifically stained for this fungus. 
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Conclusions 


1. The engrafting of acute, seg- 
mental, ulcerative colitis upon an 
instance of acute, perforated, compli- 
cated, diverticulitius coli, apparently 
from this very small series of patients, 
carries a grave prognosis, a high mor- 
tality, and requires radical definitive 
surgical treatment to restore health. 


2. A typical case-report is given, 
“high-lighting” our trials and tribula- 
tions in one patient. 

3. It is hoped that our unfortunate 
experiences may possibly aid others 
to improve on our poor results, and 
thereby save the lives of more patients 
in the future. 
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EDITORIAL 


THE GOLDEN MEAN OF MEDICINE 


Tsesse, Confucius’ grandson, taught 
the spirit of moderation and sweet 
reasonableness in “The Golden Mean.” 
It is the spirit of moderation, of balance 
between action and inaction, that | 
would offer as The Golden Mean of 
Medicine. 

Many physicians die young, and cor- 
onary death is the expectation of a large 
number. Some consider it the “physi- 
cians’ disease.” 

Recent research would appear to in- 
dicate that stress causes an excess se- 
cretion of adrenaline, acting in combi- 
nation with cortisone to produce an ele- 
vated blood cholesterol level. If we ac- 
cept the application of animal research 
to the human organism, and the rela- 
tionship of cholesterol to arterial disease, 
we would have to assume that stress is 
directly related to coronary occlusion 
and premature death. 

The objective of the physician, there- 
fore, not only for himself but for his 
patient, must be the indoctrination of a 
life of moderation—The Golden Mean 
of Medicine. Let him cease striving to 
be “the richest man in the cemetery”— 
or even the greatest golfer at his country 
club—or the man. with the largest home, 
the longest automobile, the most multi- 
minked wife—or perhaps the most fa- 
mous surgeon, or the greatest diagnosti- 


cian, or the man with the most active 
practice. 

The average physician does not know 
how to enjoy leisure, how to meditate, 
how to relax and do nothing. The usual 
concept of relaxation is eighteen, twenty- 
four or thirty-six holes on a golf course. 
This is usually accompanied by the 
stress of betting, competition against 
others in a foursome—and what is even 
worse, competition against one’s own 
self. We tend to forget that the final 
hole is six feet deep. None of us miss 
that one. 

The Golden Mean requires a lowering 
of our sights. It requires a readjust- 
ment of our sense of values. It requires 
a relinquishing of excessive ambition. 
Jesus was correct when he said that “it 
is easier for a camel to pass through the 
eye of a needle thon it is for a rich man 
to enter the Kingdom of Heaven.” We 
profess Christianity, but worship money. 

The Golden Mean of Medicine is 
moderation. The physician must teach 
and live a life that is moderately ambi- 
tious, moderately active, moderately 
lazy, moderately rich and even moder- 
ately cultured. When the physician has 
learned to practice and perfect this doc- 
trine for himself, he can then teach it 
to his patients. Both will live a happier 
and longer life. 


Alfred J. Cantor, M.D. 
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(AN INSTRUMENT OF NEW DESIGN CONTAINING INNOVATIONS j; 
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FEATURES . ae al 


e Provides a clear field of vision under all conditions 
e Permits continuous or intermittent irrigation 
e Allows successive biopsies 


e Permits fulguration of bleeding points under 
adequate visualization 


e Prevents explosion during surgical 
diathermy procedures 


e Standard G.E. lamp permits easy 
replacement 


Cat. No. 4685 


See Your Dealer 
or ; 
Write for Information 


STANDARD PARTS 


Ci @) oyathe-tceye 
e Outer and inner tubes 


e Proximal lateral lighting with 
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e Magnifying lens cap 
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Utica, New York 
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HERE'S HOW YOU CAN BYPASS 
HOTEL DIFFICULTIES IN FLORIDA 
APRIL 23-28, 1960 


SAVE TIME 
MAKE YOUR HOTEL RESERVATIONS NOW 


Plan now to attend the 1960 Teaching Seminar of the Inter- 
national Academy of Proctology. A few moments now will 
guarantee your hotel reservation and save time at the regis- 
tration desk. Mail coupon to the Americana Hotel, 9701 Col- 
lins Avenue, Bal Harbour, Miami Beach 54, Florida, Atten- 
tion of Reservation Department. Do it now! 
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I will attend the TWELFTH ANNUAL TEACHING SEMINAR of the 
INTERNATIONAL ACADEMY OF PROCTOLOGY to be held at THE 
AMERICANA on April 23rd, 24th, 25th, 26th, 27th, and 28th, 1960. 


Please reserve the following room(s) for me, and acknowledge to: 


RATES 


Gvest Rooms—$18, 20, 24, 26, 30—single or double occupancy 
Lower Lanai Suite (Parlor and Bedroom) —$50 

Upper Lanai Suite (Parlor and Bedroom ) —$55 

Ocean-View Suite (Parlor and Bedroom ) -—$55 

DeLuxe Ocean Front Suite (Parlor and Bedroom) —$65 
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FROM barsh, irritant toilet paper 
TO gentle, soothing 


TUCKS 


—soft, cotton flannel pads saturated with witch hazel 
(50%) and glycerin (10%), pH 4.6 


Routine use of moist, antipruritic TUCKS after defecation improves 
many intractable cases of pruritus ani and is a valuable adjunct to 
specific therapy. In milder cases, regular cleansing with TUCKS is 


often curative. 


Try TUCKS... for your next pruritus 
patient, Jars of 40 and 100. 





(Vol. 11, No. 2) APRIL, 1960 


For a generous office supply of TUCKS—just fill in | 


and return this coupon. | 
PUMMNO Ss Casco senda e saiveeeeesencdesavianeeseresseme | 
MARIE as sdicneses dinar kswedecdutes coves . : 
NON oes sda ncusanannmacs ZOO» 0 <0 cRABOrecccecses | 
SR sae ut 


a ee a a ce ee a Sk OO eo eel 


151 








152 





Newer Medicinals 


Atropine Sulfate Injection, Burroughs Well- 


come & Co., (U.S.A.) Inc., Tuckahoe, N. Y. 
Each cc. contains 0.5 mg. of atropine sulfate. 
Indicated for use as preanesthetic medica- 
tion for suppression of secretions; to sup- 
press vagal excitation of the heart. Dose: 
Usual dosage for adults is 0.5 mg. given 
by intravenous, intramuscular or subcutane- 
ous injection. Sup: Multi-dose vials of 20 cc. 


Bacid, U. S. Vitamin & Pharmaceutical Corp., 


New York, N. Y. Capsules providing a spe- 
cially cultured human strain of viable Lacto- 
bacillus acidophilus in the highest available 
potency, with 100 mg. sodium carboxymethy|- 
cellulose. Indicated in diarrhea, flatulence, 
perianal itching, etc., due to antibiotics, 
tainted food and water, etc., in functional 
constipation, irritable colon, diverticulosis. 
Dose: Two capsules, two to four times a day, 
preferably with milk. Sup: Bottles of 50. 


Chemipen, E. R. Squibb & Sons, Division of 


Olin Mathieson Chemical Corp., New York, 
N. Y. Alpha-phenoxyethyl penicillin potas- 
sium. Indicated for the treatment of all in- 
fections amenable to therapy with any oral 
penicillin. Dose: Should be given three times 
daily in doses of 125 mg. or 250 mg. In the 
more severe or stubborn infections 500 mg. 
three times daily may be employed. Dosage 
for children is generally the same as that for 
adults. Sup: Scored yellow tablets of 125 mg. 
and 250 mg. in bottles of 24. Also Cherry- 
mint flavored syrup, containing when recon- 
stituted, 125 mg. per 5 cc., in bottles of 
60 cc. 


Librium, Roche Laboratories, Division of Hoff- 


mann-La Roche Inc., Nutley, N. J. 7-chloro- 
2-methylamino-5-phenyl-3H-1,4-benzodiaze- 
pine 4-oxide hydrochloride. Indicated when- 
ever fear, anxiety and tension are significant 
components of the clinical profile. Dose: In 
common emotional disturbances average 
dosage is 10 mg. three or four times daily. 
In more severe cases dosage may be 
doubled. In geriatic patients dosage should 
be limited to 10 mg. once a day. Sup: 
Green and black capsules, 10 mg. each, in 
bottles of 50 and 500. 


Motilyn, Abbott Laboratories, North Chicago, 


Ill. Injectable pantotheny! alcohol. — Indi- 
cated for relief of postoperative retention 
of flatus and feces in cases of intestinal 
etony and abdominal distention. Also used 
postoperatively to promote resumption of 
intestinal motility when this is delayed. May 
be employed for prophylaxis of paralytic 
ileus after abdominal surgery. Dose: For 
postoperative relief administer 500 mg. 


parenterally immediately after surgery. Re- 
peat dose 2 hours later and at 12-hour 
intervals thereafter as necessary. For relief 
of paralytic ileus, administer 500 mg. intra- 
muscularly when indicated and repeat at 
4 to 6-hour intervals as necessary. In child- 
ren, reduce dose to approximately 0.1 ml. 
for each five pounds of body weight. Sup: 
In sterile 2-ml. ampuls, each containing 500 
mg., packed in 10's and 25's, Also in 10-ml. 
multiple-dose vials, containing 250 mg. in 
each ml., packed in 6's. 


Neo-Aristoderm Foam, Lederle Laboratories 


Division, American Cyanamid Co., Pearl 
River, N. Y. A greaseless foam containing 
in each 15 cc. 75 mg. neomycin sulfate and 
15 mg. triamcinolone acetonide. Indicated 
for the treatment of various dermatoses in- 
cluding eczema, dermatitis and pruritus. Use: 
Apply sparingly to affected area three or 
four times a day. Sup: Pressure bottles 
of 15:cc. 


Oxaine Suspension, Wyeth Laboratories, Phila- 


delphia, Pa. Indicated for treatment of 
chronic gastritis, esophagitis without stricture 
and irritable bowel syndrome. Each 5 cc. tea- 
spoonful contains 10 mg. oxethazaine in 
alumina gel. Dose: Average adult dose is 
| or 2 teaspoonfuls 4 times daily. Sup: 
Bottles of 12 oz. 


Panthoject, U. S. Vitamin & Pharm. Corp., 


New York, N. Y. New formula, each cc. of 
which contains 250 mg. injectable solution of 
pantothenic acid (as sodium salt) for intra- 
muscular use. Indicated to provide faster 
restoration of normal intestinal motility and 
function. Dose: As directed by physician. 
Sup: Ampuls of | cc. in boxes of 25 and 
100; multiple dose vials of 10 cc. in boxes 


of 6. 


Velacycline, E. R. Squibb & Sons, Division of 


Olin Mathieson Chemical Corp., New York, 
N. Y. Intramuscular vials contain either 
150 or 350 mg. N-(pyrrolidinomethy!) tetra- 
cycline; 40 mg. lidocaine; 300 mg. ascorbic 


acid. Intravenous vials contain 700 mg. 
N-(pyrrolidinomethyl) tetracycline and 300 
mg. ascorbic acid. Indicated wherever 


tetracycline is used—infections caused by 
jram-positive and Gram-negative bacteria, 
pirochetes, etc. Dose: |.M.-Adults: Severe 
infections or to initiate therapy, 350 mg. 
b.i.d. or 150 mg. t.i.d. Maintenance, 350 
mg. once daily or 150 mg. b.i.d. 1.V.-Adults: 
350 to 700 mg. every 12 hours. Children 
should receive proportionately less, accord- 
ing to body weight. Sup: |.M. in vials of 
150 mg. and 350 mg. I.V. in vials of 700 mg. 
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the highest available potency of viable L. 
acidophilus (a specially cultured human strain) with 
100 mg. of sodium carboxymethylcellulose per capsule 


use BACID with every antibiotic Rx for effec- 


tive antidiarrheal protection. 


BACID acts to re-implant billions of friendly Lacto- 
bacillus acidophilus in the intestinal tract. This serves 
to create an aciduric flora hostile to the growth of 
putrefactive bacteria and antibiotic-resistant pathogens. 
BACID is most useful to help prevent and overcome 
diarrhea, flatulence, perianal itching and other symp- 
toms due to antibiotics, etc. Also valuable in functional 
constipation, irritable colon, diverticulitis. 


completely non-toxic — physiologic BACID is safe 
and well tolerated in many times the suggested dosage 
(2 capsules, two to four times a day, preferably with milk). 


Bottles of 50 capsules. 
samples and descriptive literature from... 


u.s. vitamin « pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N.Y. 
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A 
GUIDE | for our readers 


The conventions of the presentation of advertising material on pharmaceuti- 
cals are related to certain ethical and practical considerations. This guide 
should be of help to all our readers in an understanding of the advertising 
material contined herein. Unless it is stated to the contrary: 





All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and 
other considerations for this are obvious. 


Illustrative material such as dummy prescription 
blanks, hospital charts, calling cards, memos, 
etc., are presented as dramatizations. 


Composite case histories, drawings and/or 
photomicrographs are often presented to convey 
typical clinical indications but unless stated to 
the contrary are constructed as illustrative cases 
or situations. 


Physical limitations of space in journal adver- 
tising make the presentation of all relevant data 
impractical; therefore, it is suggested that for 
suitable background on dosage indications and 
contraindications the standard package insert or 
more extensive background data be consulted. 





The acceptance of material for advertising is based upon several criteria; 
for example, in respect to safety, all new drugs are required to correspond 
with the accepted Food and Drug application. 


It is suggested that any differences of opinion of individual physicians with 
any advertisements be called to the attention of the editor, with a duplicate 
copy of the letter to the pharmaceutical house whose advertisement is the 


subject of the letter. 
THE PUBLISHERS 
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Therapeutic 
Abstracts 





The Use of Bisacodyl in Proctology 


The proctologist is particularly in- 
terested in laxative compounds since 
preparation for a proctosigmoidoscopy 
requires a complete cleansing of the tract 
without irritation of the mucous mem- 
brane. Reports on the use of bisacodyl 
(Dulcolax) led the author to conduct his 
own clinical evaluation, Eighty-six pa- 
tients comprised the group studied: the 
diagnoses included pruritus ani, fistula, 
fissures, hemorrhoids, and polyps. Dulco- 
lax was administered in a variety of tab- 
let-suppository combinations. The tablets 
were taken on the night preceding the 
examination and suppositories were ad- 
ministered on the morning of the ex- 
amination. The patients having received 
one suppository and one tablet showed 
the greatest number of excellent results, 
the figure being 84 percent. Excellent re- 
sults were shown in 76 percent of the 
group who received one suppository only. 
It is believed that a poorer result was 
shown in the group receiving two sup- 
positories (30 percent) because of the 
presence of a slight mucosal alteration. 
Bisacodyl proved to be a gentle yet effec- 
tive laxative. The suppository form 
seemed more practical where complete 
emptying of the intestine was essential. 
Administration of the drug circumvents 
the use of the enema which is always a 
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GERIATRIC 
CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


POWDER 


Safe, 
Sure, 
Dietary. 


It’s available in two forms, liquid and 
powder, but most adults prefer the mild 
tasting powder. It dissolves instantly in 
milk, water or juices. It promotes aciduric 
flora in the lower bowel which helps re- 
store normal function. Long term treat- 
ment produces no side effects. Diabetic 
patients should allow for 60 calories for 
each tablespoonful. 
Hootnick(!) reports, “Stools became soft 
in all patients and, within one week, bowel 
evacuations were accomplished with ease. 
Most patients liked the taste of the prod- 
uct, and the majority of them reported a 
feeling of well-being.” 
Cass and Frederik(?) also found that 
“Malt Soup Extract ina soft, easily 
evacuated stools without any side effects 
in constipated elderly patients.” 
Marshall (8) found it “‘a simple but highly 
effective treatment for chronic constipa- 
tion in patients of all ages.” 
Dose: 2 tablespoonfuls twice a day. Avail- 
able, liquid and powder, 8 ounce and 16 
ounce bottles, at pharmacies. 

Send for clinical samples 
(1) Hootnick, H. L.: Jnl. Amer. Ger. Soc., 4:1021- 
1030, 1956. (2) Cass, L. J. and Frederik,W. S.: Jnl. 
Lancet, 73: 414-416, 1953. (3) Marshall,W.: So. Dak. 
J. Med. & Pharm, 8:151:153, 1955. 
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In Canada: Chemo-Drug Co., Ltd., Toronto, Ont. 
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tedious burden for the patient who was 
required formerly to enter a hospital for 
preparation, if means were not available 
outside the hospital. Not only was intes- 
tinal evacuation found to be thorough 
and complete, but a small dose was 
found to be fully adequate. Also, the 
requirement of a second examination 
was less frequent with the use of bisa- 
codyl. The effectiveness of the drug 
would seem to extend its field of useful- 
ness. 

REGINALD ARCHAMBAULT, M.D. 


Canadian Medical Assn. Journal (1959), V. 81, 
No. 1, p. 28 


Treatment of Peptic Ulcer with 
New Anticholinergic Drug 

A new anticholinergic drug, oxyphen- 
cyclimine hydrochloride, was adminis- 
tered to 36 patients with gastrointestinal 


disease, principally peptic ulcer, in doses 
of 10 to 25 mg. a day. According to 
Kemp, 26 of the patients showed marked 
to excellent improvement while only 2 
patients showed poor response to the 
drug. Side reactions were encountered 
in only 3 patients and were mild and 
transitory. 

Oxyphencyclimine appeared to have 
prolonged clinical action. Adequate con- 
trol was obtained when administered 
every 12 hours rather than the usual 8 
hour interval for similar medication. 

Antibiot. Med. & Clin. Ther. (6:534 1959) 
Furazolidone in Diarrhoea 

Fifty-eight patients suffering from di- 
arrhoea due to a variety of causes were 
treated with a new preparation, furazoli- 
done. 
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The results have shown that furazoli- 
done is a convenient and valuable addi- 
tion to the drugs available for the 
treatment of these conditions. 

The possibility of the value of fur- 
azolidone for the treatment of amoebi- 
asis is being pursued. 

A. Massa, M.D. 
Brit. Med. J. (1959), No. 5159, P. 1063 


The Fatty Meal in Oral 
Cholecystography 

“The fatty meal was of value in diag- 
nosing noncalculous filling defects in 
the proximal half of the gallbladder. It 
was of minimal value in diagnosing 
stones. Without the fatty meal, a mor- 
phologic diagnosis would have been 
missed in about 1 percent of our mate- 
rial. It was of limited value in the diag- 
nosis of function, as a possible manifes- 
tation of cholecystitis. Jt is to be rec- 
ommended not routinely, but in those 
patients with gravitational suboptimal 
density in the infundibulum, and the 
unusual case of suboptimal concentra- 
tion without the demonstration of stones 
in spite of the additive technique. Under 
these conditions, about one-third of the 
examinations will require the fatty 
meal.” 

CHRISTIAN V, CIMMINO 


The Am. J. of Digestive Diseases, 
p. 169, February 1959 
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RECTOCAINE® OINTMENT 


e RECTOCAINE® OINTMENT is still the same 
d and ted formula, now improved to 
meet the demands of the medical profession for 
RECTOCAINE® OINTMENT in a non-staining, 
water-soluble base, and in a convenient seperes 
unit from which the label may be readily peeled o 


° RECTOCAINE® OINTMENT not only sai 
long acting and thetic action for 
prompt and continued relief of pain, discomfort 
and itching in pruritis ani and hemorrhoids, but also 
in superficial burns and sunburns, cuts and bruises. 
Available in |! oz. tubes (removable label) with 
rectal applicator, and | pound jars. 


@ RECTOCAINE® SUPPOSITORIES are available 
in boxes of 12. 


@ RECTOCAINE® INJECTION has been used for 
yeers to provide complete relief from pain before 
and after surgery for i and 
rapid return to normal occupational pursuits. Avail- 
able in 5 cc. ampuls in boxes of 6 25, and 100, 
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Gifts, Prizes For Doctors 


mported from Europe, these handcarved wooden mini- 
atures make ideal conversation pieces, gifts, prizes, etc., 
and add a bright note to home and office. 


Each 7 inches high — $7.95 postpaid, ($7.45 each by 
the dozen). 


Replicas of 13 different figures:—Gynecologist (M1), 
Pediatrician (M2), Psychiatrist (M3), General Practitioner 
(M4), Surgeon (M5), Orthopedist (M6), Ophthalmologist 
(M7), Ear, Nose and Throat Specialist (M8), Dentist 
(M9), Radiologist (M10), Pharmacist (M11), Veterinarian 
(M12), Chemist (M13). Please order by number. 


MEDICAL TIMES OVERSEAS, INC., Dept. AJP, 1447 Northern Boulevard, Manhasset, N. Y. 
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